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“Used pr pre-op and post-op 


hundreds of surgical 


SALICYLATE 


(Brand of carbazochrome salicylate) 


to control oozing and bleeding 


The problems of oozing and bleeding during surgical proce- 
dures are familiar to every surgeon. 

Adrenosem controls this oozing and bleeding by maintain- 
ing capillary integrity and by promoting the retraction of 
severed capillary ends. 

No untoward reactions have been reported in more than 
five years of clinical use. 


Supplied i in ampuls, tablets, and 


as a syrup. 


Write for comprehensive, illus- 
trated brochure describing the 
action and uses of Adrenosem 


Salicylate. 


THE Ss. E. Assencitt company 


BRISTOL, TENNESSEE . NEW YORK . KANSAS CITY 


*U.S. Pat. 2581850, 2506294 


SAN FRANCISCO 


The HyDROJETTE also provides bed- 
side suction. Unique Micro-FiLTeR 
removes bacteria from the air before 
it leaves the Dia-Pump, reducing 
hazard of cross-infections.! 


For complete HYDROJETTE literature fill in and mail this coupon to > Air-Shields, Inc. 


HYDROJETTE provides cool vapor in therapeutic particle sizes to hydrate upper respiratory tract. 


... anywhere in the hospital... quickly, easily, and quietly with the new Model C Hydrojette® 


New Monet C Hyprojetre® humidifier is unexcelled for convenient, simple, direct 
administration of cool-vapor therapy in croup, asthma, bronchitis and other respiratory 
disorders. Cool, moisture-laden fog also relieves intubation irritation’ and post-operative 
dehydration of the respiratory tract. 


Each Model C Hydrojette consists of — 


Adjustable, counterpoised Hydrojette Arm and vapor delivery head to provide cool 
mist at the airway without mask or tent. The delivery head may be adjusted to any 
position by the patient, thus saving valuable nursing time. This movable arm fits a 
special bracket on the... 


New Hydrojette utility table. Rolls quietly and easily on large rubber casters to any 
room or ward in the hospital. The sturdy lightweight table provides stainless steel 
work surface, handy storage drawer and a “floating” vibration-free platform on hollow 
rubber suspension mounts for the... | 


e Trouble-free Dia-Pump® compressor-aspirator, with new Micro-Fitter which re- 


moves microscopic air contaminants down to 0.5 micron in size, to provide a safe 
source of compressed air to operate the HypRoJETTE. 


1. Ranger, I. and O’Grady, F.: Lancet 2:299, 1958. 


Hatboro, Pa. HO 
Gentlemen: 


Please send literature on New Model C Hydrojette. 


Hospital 


mobile humidifier-aspirator by AIR -SHIELDS, IVC. Street 
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ILOSONE assures a decisive response 
in common bacterial infections 


Parenteral potency—The graph above 


shows that Ilosone provides antibacterial 
serum levels comparable to those obtained 
with intram therapy. 

Parenteral certainty—In more than a 
thousand determinations, in hundreds of 
patients studied, Ilosone has never failed 
to provide significant antibacterial levels 
in the serum 


The usual dosage for adults and children — 


over fifty po is 250 mg. every six 
Hosone ™ (propiony! erythromycin ester, Lilly) 


ELI LILLY AND COMPANY 


INDIANAPOLIS 6, INDIANA, 


hours, but doses of 500 mg. or more may 
be administered safely every six hours in — 
more severe infections. For optimum ef- 
fect, administer on an empty stomach. 
Supplied in Pulvules of 250 mg. (For chil- 
dren under fifty pounds, a 125-mg. Pul- 
vule is also available.) 


1. Antibiotic Med. & Clin. Therapy, 5:609, 1958. 


ga from Antibiotics Annual, p. 269, 1954- 


U.S.A. 
932546 
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You can adjust the type and amount 
of Carbohydrate but still have these 
modern formula features: 


@ cows’ milk fat replaced with coconut and corn oil to im- 
prove tolerance and eliminate sour odor of regurgitation. 


@ vitamins in formula for accuracy and simplicity of 7 
administration. 


@ made exclusively from Grade A milk for assurance 
of cleanliness. 


@ prophylactic iron to help prevent iron deficiency anemia. 
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" VARAMEL helps prevent 
iron deficiency anemia 


Iron deficiency anemia in infants continues to be a major health 
problem. Many factors can lower the infant’s iron store at 
birth. Iron is supplied in Varamel to prevent development of 
iron deficiency anemia in later infancy. 


It has been shown that milk is an excellent vehicle for iron: 

i satisfactory hemoglobin responses are demonstrated. 

@ digestive disturbances are minimized. 


Varamel supplies 7.5 mg. of iron per quart of formula at 
normal dilution (1:1 plus carbohydrate)—an important 
factor in Optimum Nutrition? 


* providing all the dietary requirements 
plus a reserve for stress situations. 


THE BAKER LABORATORIES, INC. 


Makers of Baker’s Modified Milk *« Cleveland 3, Ohio 
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AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 


1959 


July 6-10 Summer Conference for Hospital 
Association Directors, Chicago (AHA 
Headquarters) 
7 Aug. 24-27—6lst annual meeting. New 
York City (Coliseum; Statler Hotel) 


1960 


7 Aug. 29-Sept. 1—€2nd annual meeting. San 
43 Francisco (Civic Auditorium) 


MEETING AND INSTITUTE 
CALENDAR 
THROUGH NOVEMBER 1959 


(American Hospital Association institutes 
are in BOLDFACE type. Meetings of other 
hospital associations are in LIGHTFACE 
type. Other organizations in the health 
field are shown in ITALICS.) 


JUNE 


1-3 American National Red Cross, At- 
lantic City, N. J. : 


FUND RAISING NEEDS SPECIAL SKILLS. TOO! 


1-3 Advanced Institute for Medical Rec- 
ord Librarians. Chicago (AHA Head- 
quarters) 

1-4 Catholic Hospital Association, St. 
Louis (Kiel Auditorium) 

1-6 International Hospital Congress, Ed- 
inburgh, Scotland 

2-3 Maine Hospital Association, Rockland 
(Samoset Hotel) 

4-5 American Geriatrics Society, Atlantic 
City, N. J. 

5 Connecticut Hospital Association, 
Newington (Connecticut Light and 
Power Co.) 

8-10 Administrators’ Secretaries, Chicago 
(AHA Headquarters) 

8-12 American Medical Association, At- 
lantic City, N. J. (Convention Hall) 

10-12 North Carolina Hospital Association, 
Blowing Rock (Mayview Manor) 

12-14 Joint Council to Improve the Health 
Care of the Aged, Washington, D. C. 
(Sheraton Park Hotel) 

15-19 Hospital Pharmacy. Salt Lake City 
(University of Utah, Union Building) 

18-19 New Hampshire Hospital Associa- 
tion, Whitefield (Mountain View 
House) 

21-23 Michigan Hospital Association, De- 
troit (Sheraton-Cadillac Hotel) 

24-26 Comite des Hopitaux du Quebec, 
Montreal (Showmart) 


JULY 


4-9 American. Society of X-Ray Tech- 
nicians, Denver (Shirley Savoy Hotel) 
13-17 Hospital Purchasing, East Lansing, 
Mich. (Kellogg Center, Michigan State 
University) 
13-17 Workshop on Team Nursing. Chi- 
cago (AHA Headquarters) 


AUGUST 


3-7 Hospital Pharmacy, Chicago (Univer- 
sity of Chicago) 
23-26 American College of Hospital Ad- 
ministrators, New York City (Statler- 
Hilton Hotel) 


= 


...and the skills essential to successful hospital - 


fund raising must have been acquired during years 
of competent, conscientious service in the special- 
ized field of hospital finance. 


Now beginning its 40th year of helping more than 


1,000 hospitals and other non-profit institutions to — 


build for the future, Tamblyn and Brown, Inc. 
holds fast to its concept that each campaign must 
meet circumstances, problems, and objectives that 
are different. 

Both in “diagnosis” and “‘treatment,’’ Tamblyn 
and Brown personnel have the knowledge and ap- 
titudes to plan and direct the sort of fund raising 
program that builds good will while attaining grati- 
fying results. 

Additional information about the special skills 
that may help your hospital will be given gladly, 
without cost or obligation. 


ond Brown, lune, 


EMPIRE STATE BUILDING, NEW YORK 1, N.Y. 


CHARTER MEMBER: AMERICAN ASSOCIATION OF FUND RAISING COUNSEL 


24-27 
24-27 
24-27 
25-28 

3.9 
14-16 
14-18 


21-24 


22-25 


American Association for Hospital 

Planning, New York City (Governor 

Clinton Hotel) 

American Association of Hospital 

Consultants, New York City, (Statler- 

Hilton Hotel) 

American Association of Nurse An- 

esthetists, New York City (New York- 

er Hotel) 

American Dietetic Association, Los 

Angeles (Shrine Auditorium) 
SEPTEMBER 

American Psychological Association, 

Cincinnati 

Montana Hospital Association, Great 

Falls (Rainbow Hotel) 

American Dental Association, New 

York (Coliseum) 

Operating Room Administration, Den- 

ver (Cosmopolitan Hotel) 

American Roentgen Ray Society, 

Cincinnati (Netherland Hilton Hotel) 


23 Utah State Hospital Association, 


Salt Lake City . 


27-Oct. 2 American College of Surgeons, 


28-Oct. 2 Housek 


Clinical Congress, Atlantic City (Con- 
vention Hall) 
Joint In- 


stitute, Chicago (AHA Headquarters) 


4 


28-Oct. 2 Medical Social Workers in Hos- 


pitals, Atlanta (Henry Grady Hotel) 
(Continued on page 98) 
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This modern enema. is non-iritating and 
‘S$afe...its longer rectal tip makes admini- 
stration easy. Sigmiol enemas also save 
expensive preparation and clean-up time. 
Hach l20cc enema contains: Sorbitél 
Solution N-F. 43 Gm: Diocty) Potassium 
_Bulfosuccinate 0.12 Gm. | 
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PHARMASEAL LABORATORIES | 
| + GLENDALE, CALIFORNIA | 
J 


| First from American 


New ideas, 
products 


centra 

SU | 


m through one service expert! 
7 American representatives understand central supply 
: needs. They offer valuable experience and expert counsel in| 
: every hospital area...and the widest, most complete selec- 


tion of products and services in the field. You can rely on ee 
Brien Laing 


American’s reputation for quality and for prompt, depend- ot tintin ate 
able delivery. Your man from American is dedicated to 
‘ your hospital’s best interests . . . call him with confidence. in our Atlanta Region. 


The First Name | 
in Hospital Supplies 


2020 RIDGE AVE., EVANSTON, ILLINOIS Regional Offices: Atlanta Chicago Columbus 
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os Angeles « Minneapolis » New York » San Francisco « Washington 
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trustees and councils 


oficats, 


Ray Amberg, University of Minnesota Hospitals, Min- 
neapolis 14 

President-Elect 

Russell A. M.D., 
Baltimore 5 

Immediate Past President 


Tol Terrell, Shannon West Texas Memorial Hospital, 
San Angelo, Tex. 


Johns Hopkins Hospital, 


Treasurer 
John N. Hatfield, Passavant Memorial Hospital, Chi- 
eago 11 


Secretary 
Edwin L. Crosby, M.D., 840 North Lake Shore Drive, 
Chicago 11 


Assistant Sec 
Maurice J. Norby, 840 North Lake Shore Drive, 
Chicago 11 


of Trustees 


Chairman: Ray Amberg, ex officio, University of Min- 
nesota Hospitals, Minneapolis 1 

John N. Hatfield, ex officio, Passavant Memorial Hos- 
pital, Chicago 11 

Russell A. Nelson, M.D., ex officio, Johns Hopkins 
Hospital, Baltimore 5 

Tol Terrell, ex officio, Shannon West Texas Memorial 
Tiospital, San Angelo, Tex. 

Term Expires 1959 

Abbie E. Dunks, Boston Dispensary, Boston 11 

Reid T. Holmes, Nerth Carolina Baptist Hospital, 
Winston-Salem 7, N.C. 

Ray K. Swanson, Swedish Hospital, Minneapolis 4 


Term Expires 1960 

itt. Rev. Msgr. Edmund J. Goebel, archdiocesan diree- 
tor of hospitals, Milwaukee 12 

Rear Adm. B. W. Mogan. MC, USN, surgeon general, 
Department of the Navy, Washington 25 

Carl C. Lamley, Stormont-Vail Hospital, Topeka, Kans. 


Term Expires (96! 

D. Easton, M.D., 
monton, Alta. 

Frank S. Groner, Baptist Memorial Hospital, Memphis 
3. Tenn. 

Clarence E. Wonnacott. Dr. W. H. Groves Latter-Day 
Saints Hospital, Salt Lake City 3, Utah 


Coordinating Council 
Chairman: Russell A. Nelson, M.D., Johns Hopkins 


liospital, Baltimore 5 

Ray Amberg, ex officio, University of Minnesota Hos- 
pitals, Minneapolis 14 

4. Milo Anderson, Strong Memorial Hospital, Rochester 


Royal Alexandra Hospital, Ed- 


20, N.Y. 

K. Dwight Barnett, M.D., Palo Alto-Stanford Hospital 
Center, Palo Alto, Calif. 

Rebin C. Buerki, M.D., Henry Ford Hospital, Detroit 
2 


Stanley A. Ferguson, University Hospitals of Cleveland. 
Cleveland 

Charles Garside, Associated Hospital Service of New 
York, New York 1 

T. Stewart Hamilton, M.D., Hartford Hospital, Hart- 
ford 15, Conn. 

Mrs. Chester A. Hoover, Santa Monica Hospital, Santa 
Monica, Calif. 

Boone Powell, Baylor University Hospital, Dallas 10, 
Tex. 


Council on Administrative Practice 


Chairman: Stanley A. Ferguson, University Hospitals 
of Cleveland, Cleveland 6 

Term Expires 1959 

Sister Mary Brigh, R.N., St. Mary's Hospital, Roches- 
ter, Minn. 

Riley McDavid, Kenosha Hospital, Kenosha, Wis. 

Richard T. Viguers, New England Center Hospital, 
Boston 11 

Term Expires 1960 

Horace M. Cardwell, Memorial Hospital, Lufkin, Tex. 

George A. Hay (vice chairman), Hospital of the 
Woman's Medical College of Pennsylvania, Philedel- 


phia 29 

Clyde L. Sibley, Birmingham Baptist Hospital, Bir- 
mingham 1 la. 

Term Expires 196! 

Mark Berke, Mount Zion Hospital and Medical Center, 
San Francisco 15 

James M. Crews, Methodist Hospital, Memphis 4, Tenn. 

William K. Klein, Long Island College Hospital, 
Brooklyn 1, N.Y. 

Secretary: Richard L. Johnson, 840 North Lake Shore 
Drive, Chicago 11 


Council on Association Services 

Chairman: Boone Powell, Baylor University Hospital, 
Dallas 19, Tex 

Term Expires 1959 

John A. Dare, Virginia Mason Hospital, Seattle 1 

Pat N. Groner (vice chairman), Baptist Hospital, 
Pensacola, Fla. 


10 


Donald M. Rosenberger, United Hospitals of Newark, 
Newark 7, N.J. 


Term Expires 1960 

Leo M. Lyons, American Protestant Hospital Associa- 
tion, Chicago 11 

Roy R. Prangley, St. Luke's Hospital, Denver 3 

Abram L. Van Horn, M.D., Kate Macy Ladd Con- 
valescent Home, Far Hills, N.J. . 


Term Expires 1961 

Avery M. Millard, California Hospital Association, San 
Francisco 

Sister Rose Marie, St. Mary’s Hospital, Pierre, 8. Dak. 

Rev. Granger Westberg, University of Chicago Clinics, 
Chicago 37 


Secretary: Edmond J. Lanigan, 840 North Lake Shore 
Drive, Chicago 11 


Blue Cross Commission 


Chairman: Charles Garside, Associated Hospital Serv- 
ice of New York, New York 1 


Term Expires 1960 

George T. Bell, Hospital Service Association of North- 
eastern Pennsylvania, Wilkes-Barre, Pa. 

Joseph O. Burger (treasurer), Nebraska Blue Cross 
Hospital Service Association, Omaha 2, Nebr. 

Ralph G. Hammersley Jr.; Associated Hospital Service 
of Capital District, Albany, 10, N.Y. 

William 8S. McNary, Michigan Hospital Service, De- 
troit 26 

Joseph A. Monaghan, Alberta Blue Cross Plan, Edmon- 
ton, Alta. 

H. F. Singleton, 9g Cross-Blue Shield of Alabama, 
Birmingham 5, 

Ray K. Swanson, Swedish Hospital, Minneapolis 4 


Term Expires (961 

H. Charles Abbott (vice chairman), Hospital Service 
of Southern California, Los Angeles 27 

Sam J. Barham, Kansas Hospital Service Association, 
Inc., Topeka, Kans. 

Charles Garside, Associated Hospital Service of New 
York, New York 16 

Rt. Rev. Msgr. Robert A. Maher, diocesan director of 
health and hospitals, Toledo 2, Ohio 

John B. Morgan Jr., Associated Hospital Service, Inc., 
Youngstown 7, Ohio 

¥. P. Rawlings Jr., Group Hospitalization, Ine., Wash- 
ington 6 

Stanley H. Saunders. Hospital Service Corporation of 
Rhode Island, Providence 2, R.I. 


Term Expires 1962 
Tol Terrell, Shannon West Texas Memorial Hospital, 
San Angelo, Texas 


i : Richard M. Jones, 840 North Lake Shore 
Drive, Chicago 11 


Council on Government Relations 


Chairman: Robin C. Buerki, M.D., Henry Ford Hos- 
pital, Detroit 2 


Term Expires 1959 

Edwin B. Peel, Georgia Baptist Hospital, Atlanta 3 

Martin M.D., Mount Sinai Hospital, 
New York 29 

William L. Wilson (vice chairman), Mary Hitchcock 
Memorial Hospital, Hanover, N.H. 


Term Expires 1960 


aoe > Panhorst, Washington University Clinics, St. 


Harold Prather, Richmond Memorial Hospital, Rich- 
mond 27, Va. 
Kenneth Wallace, St. John’s Hospital, Tulsa 4, Okla. 


Term Expires 1961 

James P. Dixon, M.D., Department of Public Health. 
502 City Hall Annex, Philadelphia 7 

Kenneth Holmquist, Bethesda Hospital, St. Paul 1 

Rev. John J. Humensky, Ph.D., Catholic Charities 
Bureau, Diocese of Cleveland, Cleveland 14 

Secretary: Kenneth Williamson, Washington Service 
Bureau, Mills Bldg., 17th St. and Pennsylvania Ave., 
N.W., Washington 6 


Council on Hospital Auxiliaries 


Chairman: Mrs. Chester A. Hoover, Santa Monica 
Hospital, Santa Monica, Calif. 


Term Expires 1959 
Mrs. Columbus Conboy, St. Joseph Infirmary, Louisville 


17, Ky. 
— Sinton P. Hall, Children’s Hospital, Cincinnati 


F. Ross Porter, Duke Medical Center Foundation, Duke 
Hospital, Durham, N.C. 


Term Expires 1960 
Hanner, Good Samaritan Hospital, Phoenix, 


Mis. Harry Milton, Jewish Hospital of St. Louis, St. 
10 


Laura Vossler, Columbia-Presbyterian Hospital in the 
City of New York, New York 32 


\ 


Term Expires 1961 


Mrs. Palmer Gaillard es (vice chairman), Mobile 


Mrs. Leonard A. Lang, Cambridge State School and 
Hospital, Minn 
A. Scha 


rs. Kurt rbau, Rockford Memorial Hospital, 
Rockford, Tl). 

Secretary: Patricts Sussmann, 840 North Lake Shore 
Drive, Chicago . 


Council on Planning, Financing 
and Prepayment 


Chairman: J. Milo Anderson, Strong Memorial Hos- 
pital, Rochester 20, N.Y. 


Term Expires 1959 
Alfred Paul Bay, M.D., Topeka State Hospital, Topeka, 
ans. 
Wesley G. Lamer, Physicians and Surgeons llospital, 
Portland 9, Ore. 
Sidney Liswood, New Mount Sinai Hospital, Toronto 
Ont. 


Term Expires 1960 

Herman Herold, North Louisiana Sanitarium, Shreve- 
port 7, La. 

Delbert L. Pugh, Columbus Hospital Federation, Colum- 
bus 3, io 

Sister Mary Vincent, R.N., Santa Rosa Hospital, San 
Antonio 7, Tex. 


Term Expires 1961 

Dean A. Clark, M.D. (vies | chair man), Massachusetts 
General Hospital, Boston 

John D. Porterfield, M. surgeon general, 
Public Health Service, Washington 25 

John H. Zenger, Utah Valley Hospital, Provo, Utah 


Secretary: Hiram Sibley, 840 North Lake Shore Drive, 
Chicago 11 


Council on Professional Practice 


Chairman: T. Stewart Hamilton, M.D., Masttord 


Hospital, Hartford 15, Conn. 


Term Expires 1959 

George E. Cartmill Jr., Harper Hospital, Detroit 1 

Edna 8S. Lepper, R.N., Massachusetts General Hospi 
tal, Boston 14 

W. W. Stadel, M.D., San Diego County General Hos 
pital, San Diego 3, Calif. 


Term Expires 1960 

Louis B. Blair, St. Luke's Methodist Hospital, Cedar 
Rapids, Iowa 

Gerhard Hartman, Ph.D., University Hospitals of Iowa, 
Iowa City, Iowa 

Leon C. Pullen Jr., Decatur and Macon County Hospi- 
tal, Decatur, Ill. 


Term Expires (961 

Leonard O. Bradley, M.D., 
tal, Winnipeg 3, Man. 

Richard D. Vanderwarker, Memorial Center for Cancer 
and Allied Diseases, New York 21 

David B. Wilson, M.D. (vice University 
Hospital, Jackson 5, Mis 


Secretary: Madison B. Brown, M.D., 840 North Lake 
Shore Drive, Chicago 11 


Council on Research and Education 


Chairman: E. Dwight Barnett, M.D., Palo Alto- 
Stanford Hospital Center, Palo Alto, Calif. 


Term Expires 1959 ‘ 

Philip D. Bonnet, M.D. (vice chairman), Massa 
chusetts Memorial Hospital, Boston 18 

Nelson F. Evans, University Hospital, Little Rock, Ark. 

— A. Zealley, Elyria Memorial Hospital, Elyria, 
Ohio 


Term Expires 1960 

Celeste Kemler, Valley View Hospital, Ada, Okla. 

J. Dewey Lutes, Woonsocket Hospital, Woonsocket, K.1. 

Harry M. Malm, Lutheran Hospitals and Homes Society, 
P.O. Box 1587, Fargo, N. Dak. 


Term Expires 1961 | 

Maj. Gen. Elbert DeCoursey, MC, USA, Army Medi- 
cal Service School, Fort Sam Housten, Tex. 

— Paxson Jr., Hahnemann Hospital, Philadel- 
phia 

James W. Stephan, University of Minnesota, Minne- 
apolis 


Secretary: Daniel 8S. Schechter, 840 North Lake Shore 
Drive, Chicago 11 


Executive Staff 
Edwin L. Crosby, M.D., director $ 
Maurice J. Norby, deputy director 


Winnipeg General Hospi- 


Kenneth Williamson, associaie director 
Madison B. Brown, M.D., associate director 
James E. Hague, assistant director 

Richard L. Johnson, assistant director 
Edmond J. Lanigan, assistant director 

John E. Sullivan, controlier 
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For More Details 
See Your Palm Gown 
Authorized Dealer 


Geo. Berbert & Sons, Inc. 
Denver, Colorado 


Bischoff’s 
Oakland, California 

Colonial Hospital Supply Co. 
Chicago, Illinois 

Columbus Hospital Supply Co. 
Columbus, Ohio 

Cosmevo Surgical Supply Co. 


Paterson, N.]J. 


Curtis Surgical Supply Co. 
Waco, Texas 
Donley Medical Supply Co. 
Lincoln, Nebraska 
Ferndale Co. 
Ferndale, Michigan 
Fidelity Medical Supply Co. 
Dayton, Ohio 
Goetze-Niemer Co. 
Kansas city, Mo. 
G. A. Ingram Co. 
Detroit, Michigan 
Invalid Equipment & Supply Co. 
Marion, Indiana 
Kreiser’s Inc. 
Sioux Falls, South Dakota 
Marshall Field & Co., 
Chicago, Illinois 
edic 


M Supply Co. 
Grand Rapids, Michigan 
Melton Co., Inc. 
Oklahoma City, Oklahoma 
Mid-Continent Surgical Supply Co. 
Tulsa, Oklahoma 
‘Mills Hospital Supply Co. 
Chicago, Illinois 
T. J. Noonan Co. 
. Boston, Mass. 
Physicians & Hospitals Supply Co. 
Minneapolis, Minn. 
Physicians Supply Co. 
ans Supp a 
Rr Lake City, Utah 
Schuemann-Jones Co. 
Cleveland, Ohio 
Seiler Surgical Co. 
Omaha, Nebraska 
Shaw Surgical Co. 
Portland, Oregon 
Shipman Surgical Co. 
Seattle, Washington 
Sioux City Surgical Co. 
Sioux City, Iowa 
Standard Medical & Surgical Co. 
Des Moines, Iowa 
Suburban $ cal Supply Co. 
Evanston, Illinois 
cal es Co. 
Portland, Oregon 
Surgical Selling Co. of Texas 
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Gowns meet the 
Weed of fodays 
Hospital Techniques 


~ 


EXTRA ROOMY SLEEVES for cast and heavy SNAP CLOSURES on shoulders and sleeves 
bandage coverage. No rolling or slitting neces- make it possible to change a patient's gown with- 
sary. Merely unsnap sleeve closures. out interrupting IV, causing pain or discomfort. 


ONE SIDE or entire chest can be exposed by CHANGE GOWNS without lifting or turning 
merely unsnapping sleeve and shoulder closures. patient. Excellent in cases where patient is com- 
Babies are never exposed to possibility of con- petely immobile such as severe cardiac, shock 
taminated gown. or hemorrhage. 


Now a patient gown that truly meets the needs of modern hospital and medical 
techniques. Palm Gown’s unique design permits instant exposure of any part of 
a patient without removing, tearing or slitting gown. And gowns can be changed 
without interrupting vital treatment such as IV. 


One piece construction and scientifically placed snap closures on shoulders and 
sleeve as well as on the back, affords complete flexibility, eliminates nuisances of 


old-fashioned tie-tapes. Palm Gowns save money, too. No tearing feature reduces 


heavy losses in discarded gowns. No ironing necessary to save hundreds of precious 
hospital manhours, 


le 
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PALM GOWN COMPANY, INC 


intheducing the audtans 


Joan $. Dodge, Ph.D., suggests that 
a nurse’s attitudes and feelings 
about her patients may be the key 
to nursing satisfaction in her arti- 
cle on the nurse and the patient 
on p. 30. Mrs. Dodge feels that a 
close look at these attitudes will 
provide valuable information for 
use in recruitment, training of 
nurses and in the administration 
of nursing service staff. A former 


member of the research staff of 
the Sloan Institute of Hospital Ad- 
ministration at Cornell University, 
Mrs. Dodge currently serves as 
research psychologist with the De- 
partment of Child Development 
and Family Relations at the Uni- 
versity. 

A graduate of Queens College 
of City of New York, Mrs. Dodge 
received her master of arts degree 


sturdy, constr 

of all Sterilon IV Equipment 
precludes the dangers of airleaks __ 
or uneven flow. Exclusive _ 
Rolla-Valve Flow Regulators pro 
precision control or stoppage of 
administration. All are guaranteed 
sterile, leak-proof, non-toxic 


= 
-580 


Blood Pump 


Set wi 
with 
“ts | 


Sterilon Makes and Marketsa 

Complete Line of Intravenous and Blood 
Equipment, Sterile Catheters, Feeding, ta 
Drainage and Oxygen Tubes. Ask 


R-S58 
ion Blood Recipient 
Nylon 


Hospital Supply or 


from the University of Connecti- 
cut, Storrs. She served as an in- 
structor and teaching assistant at 


University while completing 


work on her masters degree and 
held similar teaching positions at 
the University of Illinois while 
completing requirements for a 
doctorate in social psychology. 

Mrs. Dodge is a member of the 
American Psychological Associa- 
tion. 

Maurice P. Coffee Jr., former ad- 
ministrative assistant at Lankenau 
Hospital, Philadelphia, describes 
the continuous 
decoration pro- 
gram in use at 
the hospital (p. 


scribes the con- 
trol system for 
the program 
and the bases 
for selection of 
drapery mate- 
rials and other 
fabrics. Mr. 
Coffee currently serves as assist- 
ant administrator of Shadyside 
Hospital, Pittsburgh. | 

Mr. Coffee has also held the 
following posts at Lankenau Hos- 
pital: administrative residency fol- 
lowing graduation from the North- 
western University program in 
hospital administration and ad- 
ministrative traineeship under a 
postgraduate training grant from 
the American College of Hospital 
Administrators. He also completed 
an administrative internship at 
Barnart Memorial Hospital, Pater- 
son, N.J. 

Mr. Coffee received his bachelor 
of science degree in institution 
and hotel administration at Penn- 
sylvania State University. He was 
selected by the University’s fac- 
ulty for appointment to the United 
States Olympic Food and Housing 
Committee for the Pan American 
Games in 1955. 

Mr. Coffee has also taken addi- 
tional specialized training courses 
in institution and hotel adminis- 
tration during eight summer school 
sessions. 

Mr. Coffee is a member of Alpha 
Tau Omega, social fraternity. 
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80). He also de- | 


iLL IN STERILE, DISPOSABLE 
IVY BEQUIPMENT 
12 


JUNE |, 


Record of patient with congestive failure 
treated at a leading Philadelphia hospital. 
Photos used with permission of the patient. 


marked pitting 


edema (4+) 
cleared in 4 days 
with Esidrix 


L.S., 81 years old, admitted to 
hospital 3/3/59 with hema- 
turia, arteriosclerotic cardio- 
poe ™ vascular disease, poorly com- 
pensated heart tite When 4+ pitting edema, hepatic 
congestion and rales failed to clear on regimen of salt 
restriction, digitalis and pulmonary decongestants by 3/6, 
Esidrix 50 mg. b.i.d. was ordered. By 3/8 L.S. had lost 
3 pounds, pitting edema was reduced to 1+, rales de- 
creased. Patient was ambulatory on 4th day of Esidrix 
therapy; no evidence of edema. He was on feel- 
ing well on 3/14. 


Now...for edema 
and hypertension 


Dosage: Average daily dosage (orally) is 75 
to 100 mg., with a range of 25 to 200 mg. 
& single dose may be given in the morning 
or tablets may be administered 2 or 3 times 
a day. 


Supplied: Tablets, 25 
mg. (pink, scored); bot- 
tles of 100 and 1000. 
Tablets, 50 mg. (yellow, 
- scored); bottles of 100 
and 1000. 


CIBA) 


a relieves edema in many patients setiiaiiens to 
other diuretics = often produces greater weight loss 
than parenteral mercurials or chlorothiazide # pro- 
vides greater average reduction in blood pressure 
than chlorothiazide is exceptionally safe 


....... cw» 


for the anxious hypertensive 
with or without tachycardia 
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How hospitals eliminate 


dangerous source of bacteria— 


Airborne Dirt 


The Honeywell Electronic Air Cleaner removes 95% of 
all dirt that passes through the air handling system 


The accumulation of germ-laden 
dirt and dust in the ventilating 
and air conditioning ducts creates 
a hidden menace in the heart of 
the hospital. It is vital to keep 
these areas as free of dirt and dust 


as possible. 


Dirt and dust in ducts can mean 
the presence of oe 
bacteria and virus. The Honeywell 
Electronic Air Cleaner traps dirt 
and dust particles as small as 
1/25,000,000 of an inch. 


The Honeywell Air Cleaner is the 
most practical method for obtain- 
ing clean air. It is 6 times as effective 
as ordinary mechanical filters, and 
is a permanent air cleaner, requir- 
ing only periodic washing to main- 
tain maximum efficiency. 
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A Health Menace: HIDDEN DIRT—In ventilating ducts, dirt accumulates out of sight and out of reach. As the illustration 
above indicates, this hidden dirt creates an unsanitary condition in the heart of the hospital. 


The Honeywell Air Cleaner Is 6 Times More Effective Than Ordinary Mechanical Filters 


Ordinary mechanical filters trap only 15% of the airborne possible—you can depend on the Honeywell Electronic 


dirt that passes through the air conditioning and ventilat- Air Cleaner. 
ing systems. And every cubic foot of air that enters Coupled with the Activated Charcoal Filter, the Honey- 


carries millions of dirt and dust particles. well Air Cleaner removes odors, too. This could result 
Of course, dirty ducts are only a part of the cleanliness in a saving of air conditioning operating expenses through 


picture in the hospital. Everyone knows that hospitals reduced use of outdoor air for odor dilution. 
are scrubbed clean many times a day. But to effectively For full information, telephone your nearest Honeywell 
combat this important airborne dirt problem—and make office. Or write: Minneapolis-Honeywell, Department 


your ventilating air and air conditioned air as clean as HO-6-09 Minneapolis 8, Minnesota. 


Honeywell 
Fiat 
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IN SAFE PATIEONT CARE 


HARD OVERBED TABLES 


Special foot design prevents tipping eee 

special safety catch keeps top from slamming on 
fingers. Hard Overbed Tables, in famous Life-Long 
metal construction, are available in a variety of colors 


and prices, end crank or top crank models. 


Shown: No. 4655 with top crank 


ask your hospital supply dealer for brochure or write 


HARD) Manufacturing Co.,117 Tonawanda St., Buffalo 7, N.Y. 


HOSPITALS, J.A.H.A. 


3 
| 4 
> 
| 
3 
~ 
| 
2 
$ 
5 
3 
| 


digest of NEWS 


New York Strike Continues; 
Hospitals, Union in Stalemate 


The strike against six New York City hospitals continued in its second 
week after many attempts at negotiations had failed. The strike, called 
by Local 1199 of the Retail Drug Employees Union against Beth Israel, 
Beth David, Bronx, Mt. Sinai, Lenox Hill and Jewish Hospital of Brook- 


lyn, began on May 8. 

On May 21, the striking union 
rejected a proposal in which the 
hospitals withheld union recog- 
nition but agreed to the appoint- 
ment of an impartial arbitrator for 
grievances unresolved by the man- 
agement and employee. 

The union held fast on its de- 
mand that the employee with a 
grievance be granted the right to 
choose a fellow employee to repre- 
sent him during all stages of griev- 
ance procedure. This the hospitals 
refused to accept. | 

The hospitals had previously 
submitted a 10-point program to 
New York Mayor Robert F. Wag- 
ner in which they agreed to raise 
wages as of July 1, when the city’s 
payment for indigent care is in- 
creased. The program also covered 
other personnel practices, includ- 
ing grievance procedures. The 
union had turned down the hospi- 
tal’s proposal. 

Mayor Wagner was the central 
figure in negotiations, conferring 
first with one side and then the 
other in an attempt to find a way 
out of the impasse. — 

Legal maneuvering was exten- 
sive but so far inconclusive. The 


hospitals, however, appeared to be 


winning in the courts. 

Even before the strike began, 
the hospitals obtained an order re- 
straining the union from striking. 
On May 11, Jewish Hospital of 
Brooklyn succeeded in having the 
restraining order replaced with a 
temporary injunction granted by 
Justice Miles F. McDonald at Kings 
County Supreme Court (Brook- 
lyn). But the union lawyer 
_ claimed the injunction was invalid 
because of improper service of 
process. Furthermore, the head of 
the striking local, Leon J. Davis, 
disappeared before the first court 
order could be served on him. 
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Justice McDonald then sum- 


-moned other union officials and 


members to a hearing, to show 
cause why the injunction should 
not be obeyed. 

On May 21, Greater New York 
Hospital Association, spokesman 
for the hospitals, reported that: 

(1) The other five hospitals, to- 
gether with two others threatened 
by a strike—Knickerbocker and 
Polyclinic—obtained a temporary 
injunction against the union from 
Judge George Tilzer of New York 
County Supreme Court. 

(2) Judge Tilzer ordered an im- 
mediate trial for a permanent 
anti-strike injunction. 

(3) The five struck hospitals 
filed for a contempt citation against 
the union. 

(4) Davis, who reappeared May 
18, was served a summons to a 
hearing on May 25 before Justice 
McDonald at the Brooklyn court. 
He must show cause at the hearing 
why he should not be cited for 
contempt of court. 

The figures on the number of 
strikers varied considerably in the 
union’s and the hospitals’ reports. 
According to the Greater New 
York Hospital Association, 1051 out 
of 3496 employees were on strike 
while the union claimed the 
strikers numbered 2935 workers on 
May 10. 

The accounts of efficiency in the 
struck hospitals also showed con- 
siderable disparity. The hospitals 
reported they were operating 
without a great loss of efficiency, 


Worth Quoting 


while the union claimed the hos- 
pitals were becoming dirty, the 
food was late and cold, and patient 
and employee morale low. How- 
ever, the State Social Welfare De- 
partment was observing the hos- 
pital’s efficiency and reporting it 
satisfactory for patient care. 

In addition to the walkout of 
their nonprofessional employees, 
the hospitals had to cope with two 
added union moves. 

@ On May 11, Louis Simon, 
manager of the Amalgamated 
Laundry Workers, ordered drivers 
to halt all deliveries of linens to 
hospitals. | 

@ On May 19, construction 
workers walked out at all six hos- 
pitals in sympathy with the 
strikers. 

Funds were coming in from 
other unions in support of the 
striking members of Local 1199. 
On May 12, the New York World 
Telegram reported that Arnold 
Beichman, of the City Central La- 
bor Council (AFL-CIO) declared 
that Local 3 of the International 
Brotherhood of Electrical Workers 
had voted a $50,000 loan to the 
striking local. By May 15, contri- 
butions had grown to $57,000, with 
other unions participating. 

Aid to the striking local from 
other labor organizations came also 
by way of demonstrations and 
picket reinforcements. 

Support of the union cause came 
also from some political and other 
groups. The Association of Reform 
Rabbis of New York City and 
Vicinity made an appeal to the hos- 
pitals to change their position and 
deal with the unions. 

Violence has_ generally been 
avoided, although police have had 
to be used to disperse demonstra- 
tors. The New York World Tele- 
gram reported that four pickets 
accused of beating up two non- 
strikers had been arrested on the 


New York Medicine. 


“No matter what the motives or what the reasons are one cannot 
strike against the sick.”—-Dr. Norton S. Brown, president, Medical 
Society of the County of New York, writing in the May 5, 1959, issue of 


17 


14th. The non-strikers had been 
trying to pass picket lines at Mt. 
Sinai and Bronx hospitals. 

The Retail Drug Employees 
Union and the Teamsters have 
both claimed majorities in other 
hospitals, in addition to the six 


struck. Local 1199 claimed that 


workers at Flower and 5th Avenue 
Hospital and New York Polyclinic 
Medical School and Hospital have 
voted overwhelmingly in favor of 
striking. Fred K. Fish, executive 
director of the Polyclinic hospital, 
questioned the accuracy of that 
statement. 

The great numbers of volunteers 
who rallied to aid the struck hos- 
pitals have contributed in great 
measure to maintaining §satis- 
factory efficiency of operation. 
Hospital spokesmen said they had 
no shortage of volunteers—in fact, 
the offers exceeded the demand. 

The volunteers helped i the 
kitchens, carried and served food, 
operated elevators, and wheeled 
patients around for any services 
they required. 

The six hospitals were main- 
taining efficiency also by 

@® hiring new nonprofessional 


workers, (D.-Ark.) and John Sparkman 

@® using employees from other (D.-Ala.). The bill provides for 
hospitals, loans for a series of public works 

@taking advantage of the co- projects including public and non- 
operation from professional em- profit hospitals. No House action on 
ployees who worked long hours community facilities bills has yet 
and performed tasks normally been taken. See earlier stories, p. 
handled by the striking workers, 92. 


@ using such labor saving de- The President has signed the de- 
vices as paper and plastic table- ficiency appropriation bill contain- 
ware, and frozen foods, ing funds for the White House 

@ getting their linen supplies Conference on Aging. 
from other hospitals or commercial Action on the federal employees 
laundries. health insurance legislation has 


Most of the reports on patient | been postponed pending further 
attitudes appearing in the New investigation. The Senate Civil 
York press were good. The patients Service Committee staff is develop- 
expressed appreciation of the care ing a new program for this legis- 
they received from volunteers and ation. 
professional hospital staffs. They 


considered the service remarkable IVE NEW YORK STATE BLUE CROSS 
in view of the hospitals’ difficulties. PLANS GET RATE INCREASES—The State 


Commissioner of Insurance granted 
> REPORT FROM WASHINGTON—On the full rate increases requested by 
May 21, the House voted down at- the Buffalo, Rochester, Syracuse, 
tempts to compromise the Demo- Utica and Albany Blue Cross plans. 
cratic-sponsored omnibus housing The plans had petitioned for in- | 
bill. creases ranging from 28.8 to 43.29 

The first significant bill to ex- per cent. Hearings on the petitions 
pand the community facilities loan were held in the five cities by the 
program was introduced into the State Insurance Department. See 
Senate by Senators J. W. Fulbright earlier story, p. 95. 


| WHEN SELECTING FUND- 
_ RAISING COUNSEL, CHECK 
BEFORE YOU CHOOSE 


e Experience Over 45 years 


e Methods Time and success tested by 
ethical, financial and business 


totaling more than $300,000,- : i 
000 raised for goals ranging 
from $50,000 to $20,000,000 


No obligation for a preliminary investigation of ‘ sTOrs 
your fund-raising potential and cost estimate. 


| | 
American City Bureau The large selection of useful accesories makes 


-, FOUNDING MEMBER AMERICAN ASSOCIATION OF FUND-RAISING COUNSEL 


for better Receiving, HAUSTED 


nd 
Care... | WHEEL STRETCHERS 


a 
PAD 


FULL LENGTH TELESCOPING 
SAFETY SIDE RAILS 


FOWLER ATTACHMENT 
(S HEIGHT ADJUSTMENTS) 


standards ARM RES! 
FOOT OR HEAD POSITION 
pao wits 
Record Over 3900 appeals in 46 states AVAILABLE) 


CRANK OPERATED 
LIFT 
31” TO 39°) AVAILABLE 
man VALLY OPERATED 
EIGHT 


BLANKET An AND 2° TO 30° 
UTILITY 
ARM REST 
IN STORAGE 
4 


DERANLS STORE HERE 


SWIVEL COCK AND 
BRAKE CASTERS 


Hausted Wheel Stretchers the ultimate in im- 


3520 Prudential Plaza, Chicago 1, Illinois A proved patient care. Regardless of your budget, 
there are Hausted Stretchers to meet your needs. 


For detailed information, write 


THE HAUSTED MANUFACTURING CO. 
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Davis & Geck Sutures 1909—1959. 
50 Years of Service to the ashe Profession 


SURGICAL 
PRODUCTS 
NEWS 


‘NO. 2 


STANDARDIZATION ON SAFER SUTURE DISPENSING : 
TECHNIC PROCEEDING RAPIDLY IN HOSPITALS 


Complete Line in individual Double-Envelope Pack Eliminates All Storage Jars 
and ‘ Solutions, Checks Cross-infection, Increases Convenience and — 


Standardization on the complete line of 
Davis & Geck surgical gut and non- 
absorbable sutures is proceeding so rap- 
idly in hospitals that Surgical Products 


Division has stopped all production of — 


sutures in.glass tubes! 


Hospital administrators, surgeons . 


and operating room supervisors have 
cited 5 major reasons for their speedy 
adoption of the new suture line: (1) 
Protection against cross-infection. The 
individual packaging offers a reassuring 
safeguard against cross-contamination 
in common storage jars— particularly 
against the hepatitis virus which is re- 
sistant to all known cold germicidal 
solutions. (2) Elimination of broken 
glass. Both damage to sutures and the 
risk of infecting personnel through cut 
gloves and fingers are avoided. (3) Su- 
tures reach surgeon in better condition. 
Opening just before use keeps gut su- 

tures from drying out, and the loose 
coil which replaces tightly wound reels 
reduces kinking and excessive handling. 
(4) Simplified dispensing. All three con- 
venient, easily learned dispensing tech- 
nics have proved important time-savers. 
(5) Economy. Preparing sutures only as 
needed avoids waste and post-operative 
_resterilization chores. Added savings 
are achieved by eliminating breakage, 


preventing damage due to broken glass 
and simplifying storage. 

Film available for hospital showings 
The 20-minute, 16-mm. film on the 
new Surgilope SP suture dispensing 
technic — with introduction by Carl 
Walter, M.D., F.A.C.S.—is available on 
request. Arrangements may be made 
through local Surgical Products_Divi- 

sion representatives, or by writing direct. 


cal gut, silk, cotton, nylon, polyethylene, 
and stainless steel—Atraumatic® needles, 
standard or pre-cut lengths. 


NEW STERILE DISPOSABLE BLOOD LANCET 


Packaged rag use, 
new Vim® Blood Lancet makes it pos- 
sible to obtain blood samples without 
risk of cross-infection. Its sharp, tri- 
angular point produces a controlled 
puncture of correct depth with mini- 
mum discomfort. Each Lancet is steril- 
ized after sealing for complete protec- 
tion. Broad, ridged blades ensure easy 
handling. Available in boxes of 200 or 
nga of 1,000 for economical hospi- 


NURSES’ 


CORNER 


Can we expect to reduce our surgical 
costs by standardizing on your new 
“Strip Pack” sutures? 

Standardization on the Surgilope SP 
suture dispensing technic eliminates 
hidden costs of handling several differ- 
ent types of suture packages. Heavy, 
bulky, fragile glass jars, and jar solu- 
tions are eliminated together with the 
labor required to sort, wash, resterilize 


- and store suture tubes post-operatively. 


The simple, speedy Surgilope SP tech- 
nic eliminates the waste incurred when 
sutures are dispensed and opened be- 
fore they are needed. 


Why is it not necessary to dispense an 

extra supply of Surgilope SP sutures 

when setting up a- case? 

The ease and rapidity with which Surgi- 

lope SP sutures can be dispensed allows 

the nurse ample time to prepare the 

suture for the surgeon when extras are 

needed. 

What type of plastic material is used to - 

package your Surgilope SP sutures? 

Both inner and outer envelopes are 

made from a tough, transparent poly- 

ester plastic laminate. 

Can your new elastic pees bandage 
be sterilized? 

Yes, autoclave at 250° for 30 minutes. 


SEND FOR NEW, FULL-LINE CATALOG 
AND PRICE LIST—JUST OFF THE PRESS! 
MAIL COUPON ON REVERSE SIDE 


LIGHTNESS, POROSITY, “CLING” ARE AMONG AD- 
VANTAGES OVER STANDARD ELASTICIZED BANDAGES 
Far lighter and more porous than 
standard elasticized bandages, the new 
elastic bandage helps to speed healing 
and enhance patient comfort wherever 
pressure dressings are indicated. Be- 
cause it clings to itself the bandage is 
especially easy to apply, and stays 
neatly in place where other bandages 
tend to slip or creep. It may be washed 
and autoclaved without deterioration 


NEW ELASTIC FOAM BANDAGE HAS MANY USES 


and is physiologically inert. The new 
elastic foam bandage is supplied in 
3-yard rolls; 2”, 3”, 4” and 6” widths 
are available. 
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NEW VIM DISPOSABLE ECONOMY STERILE NEEDLES 


OFFER EVERY QUALITY OF FINEST STANDARD TYPE 


Exclusive All- Plastic, Snap- 
Open Pack Assures Complete 
Protection, Maximum 
Convenience 

Both the Vim Disposable and Vim 


. Economy needles are packaged sterile 


in individual snap-open packs of clear, 
durable, wet-proof plastic. For conven- 
ient handling they are supplied in 10- 
unit strips from which individual needle 
packs are easily detached. 


VIM DISPOSABLE SYRINGE 

IS A PRECISION INSTRUMENT 
The new Vim Disposable Syringe pro- 
vides positive protection against cross- 
infection without sacrificing depend- 
able performance. It has the heft, bal- 
ance and satin-smooth action of the 
finest quality instrument. Exclusive, 
chemical-resistant construction 
throughout. Available with or without 
needle, packaged sterile in tough, trans- 
parent polyethylene envelopes. 


SQUARE, FUMBLEPROOF HUB 
FITS ALL TYPES OF SYRINGES 


STAINLESS STEEL CANNULA 
VLTRASONICALLY CLEANED 
BSHARPER, SIDE-BEVEL POINT 


portant high-performance fea- 
ture. A “quality” needle at a 
“disposable” price! 


properties with optimum 


VIM DISPOSABLE NEEDLE 

Completely disposable . . . of- 
fers positive protection against 
cross-infection, plus every im- 


VIM ECONOMY NEEDLE 

Aluminum-hubbed reusable 
needle, sterile-packed for 
speedy first-time use .. . inex- 
pensive enough to be dis- 


carded before 2B is 
required. 


VIM LAMINEX? NEEDLE 

Finest Vim standard needle. 
Patented Laminex alloy stain- 
less steel cannula combines 
outstanding point-holding 


NEW STERILE AEROSOL PRODUCTS 
SAVE TIME, IMPROVE PATIENT CARE 


ACHROSURGIC® Sterile Antibiotic 
Spray Powder. Contains 1% Achro- 
mycin® Hydrochloride (tetracycline 
hydrochloride) crystalline suspension, 
in an aerosol dispenser can. A ‘handy, 
highly effective topical antibiotic for 
treatment of infection of wounds and 
abrasions, after surgery, leg ulcers, bac- 
terial dermatoses, decubitus ulcers, 
burns and other denuded areas. 


TOPASIL* Sterile Silicone Skin Pro- 
tectant. Conveniently applied without 
touching the area involved, Topasil 
quickly films skin with a sterile, grease- 
less, odorless coating... effectively 
seals it against the irritating effects of 


abrasion, perspiration, urine and other 


irritating fluids. Recommended for 
diaper rash, bedsores, contact derma- 
titis, chapped skin, areas surrounding 
colostomies and ileostomies. 


SURGAIRE* Sterile Wound Deodorant. 
Sprayed directly on the dressing cover- 
ing the wound, Surgaire checks odor at 
the source, before it can permeate the 


_air of the sick room. Not just another 


strongly-scented masking agent, Surg- 
aire’s chemical action effectively con- 
trols the miost offensive odor for more 
than 12 hours per application. Its rou- 


tine use can contribute much to the © 


morale of both ‘patient and attending 
personnel. 


Kindly send me my copy of the new, full-line 
Surgical Products Division Catalog and Price List. 
Number of additional copies needed, if any (_) 


(please type, or print clearly) 


Fill out and mail this 


coupon to: 


*Trademark tReg. U.S. Pat. Off,—S. & R.J. Everett Co.,Ltd. “2 


NEW CONTACT DRESSING 


Sterile Owens? Has 
Non-Occlusive Weave—is Availabie 
Piain or Neomycin-Treated 
Packaged sterile in individual enve- 
lopes, Owens contact dressings offer a 
convenient and dependable means of 
preventing wound adherence on all 
post-operative sites, surface wounds, 
burns, granulating areas, and skin graft 
donor sites. The unique, “microgauge” 
rayon mesh bars capillary penetration 
without the use of messy occlusive oint- 
ments. Liquid exudates pass freely, yet 
the dressing may be removed without 
causing unnecessary pain, delaying 
healing, or impairing cosmetic results. 
Owens dressings have been used for 
4 years in leading hospitals. They are 
available Plain, or in the new Neo- 
mycin-Impregnated form for use on 
infected or potentially infected wounds. 

Sizes are 3” x 8” and 8” x 12”. 
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Nurse, 
when will my 
doctor be here? 


Add AUDIO 


to your present 


VISUAL call system 


of corridor domelights 


He's expected 
shortly, 
Mrs. Jones 


Easily and quickly added to your present visual domelight 


system, Executone frequently uses existing conduits or Just off the press! 
raceways—providing you with a modern Audio-Visual a 
Nurse Call System! All accomplished with no interruption Better 
of service during installation! Patient Care” 
Many hospitals—old and new—are discovering the econo- 
my and efficiency of Executone’s Audio-Visual system. 
More patients are handled with less effort, in less time! patient care and make maxi- - 
One hospital reports that Executone has reduced operating time 

costs 8% per bed. /t is an invaluable aid in relieving the 
nurse shortage. | Executone Audio-Visual Nurse - 

i tton, the patient activates signal Call Systems made by the Surgeon Generals’ offices of the 

By pressing a bedside bu pA tagssis ag Army and Air Force. Also described and illustrated 


‘at three locations—chime and light on nurse’s control sta- 
tion, corridor domelight, buzzer and light on duty stations. are Systems, Systems, 
The nurse presses key to reply. . . Executone’s Call Sys- roe cy 009 paar gg in the coupon 
tem may be installed complete, added to existing dome- 7 P PY: 

light systems, or installed without domelights. 


EXECUTONE, INC., Dept. A-3 415 Lexington Ave., New York 17,N.Y. 
e Without obligation, please send me a complimentary copy of “Better e 
Patient Care.”’ 
fy Name Title. 
7 
Addreca 
City State 
: ™ In Canada: 331 Bartlett Avenue, Toronto 
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A decorative durable vinyl for every purpose 


VINYL WALL COVERING 


The hest way 


Sanitized Bolta- Wall is: 


BACTERIA AND GERM RESISTANT—Retards, resists and 
inhibits the growth and action of bacteria and germs. 


ODOR RETARDANT— Acts to prevent and resist odors. 
FUNGI, MOLD, MILDEW, AND ROT RESISTANT—Retards 


growth and action of these micro-organisms. 
NON-TOXIC AND NON-IRRITATING 
HYGIENIC AND ANTISEPTICALLY CLEAN 


Insist on this important feature. Now exclusive 
with Bolta-Wall in the vinyl! wall covering field 


For complete information write: 


THE GENERAL TIRE & RUBBER COMPANY 
BUILDING MATERIALS DIVISION ¢ AKRON 9, OHIO 
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sevice headguartens 


Two pharmacy institutes 


Can you give me information on 


any forthcoming hospital pharmacy 
institute? 


A pharmacy institute is planned 
for June 15 to 19 at the University 
of Utah, Salt Lake City, and an- 
other August 3 to 7 at the Uni- 
versity of Chicago. 

The program for both institutes 
will be essentially the same. In 
general, the institutes will provide 
a wide variety of subjects of a 
basic and specific nature. Papers 
which are scheduled for presen- 
tation will deal with dispensing 
methods, departmental manage- 
ment, physical planning, com- 
pounding and prepackaging, the 
pharmacy and therapeutics com- 
mittee, and the hospital formulary 


_ The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 


and several pharmacological dis- 
cussions. In addition, a clinic ses- 
sion will be held during the final 
hour of each day’s program to 
give the participants an oppor- 
tunity to discuss the program and 
its application to their particular 
hospital. The clinic sessions are 
composed of 12 or 15 people in a 
group and the group assignments 
are based on the bed capacity of 
the hospital with which the regis- 
trant is associated. 

Members will receive application 


blanks as soon as they are avail- 


able from the printer. The fee for 
this institute is $45. 
— JOSEPH A. ODDIS 


‘Central booking’ service 


We would appreciate your assist- 
ance in obtaining information relative 
to “central booking” in hospitals. By 
this we mean one desk where schedul- 


ay 


ing can be handled for surgery, x-ray, 
etc. 

We are in the process of planning 
staffing needs for a new 400-bed hos- 


pital and are exploring every possi- 
bility for the most effective utilization 


of staff. 


Unfortunately, we do not have 
any material in the library cover- 
ing “central booking’. The plan, 
however, has a great deal of merit 
and should be explored in plan- 
ning utilization of staff. 

There are several things which 
are important in planning this ac- 
tivity. First, it will require plan- 
ning as to what activities will be 
scheduled in the booking office. If 
clinical outpatient visits are going 
to be booked, it must be conven- 
ient not only to the departments 
involved but also to the physicians 
and patients it will serve. One of 
the reasons for this consideration 
would be that if patients use this 


A contempo 


we 
} is of meals you serve per setting 

for our recommendation of 

proper model. No obligation. 


| GRUENDLER CRUSHER & PULVERIZER CO. | 
2913 North Market + St. Louis 6, eget 
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of Fit. | the MODERN Way 


A Gruendler Disposer 
will solve your 
food waste disposal problem! 


appliance to grind table and 

reparation wastes into a 
fine slurry for instant disposal 
down the drain. Automatic, 
push-button control. Ends scaven- 
ger service and waste handling. 


Write for Brochure No. 124. 
If possible, state number 


handsome 


Proportioner. 


Individual 


KLENZADE PRODUCTS, INC., BELOIT, WIS. 
Please ship 2-5 gal. 


Send additional information on Liquid 
K and other institutional items. 


\Billows of Stable S$ 
Heaviest 


with 5 bal “Pails of Liquid K 
Regular List Price of Feeder, $10.75 


Automatically proportions detergent into water 
stream. No waste — no mixing in pails. Shuts 
off automatically when water is turned off. No 
carry-over into clear water. Fits any faucet. 


SPECIAL OFFER EXPIRES JUNE 30, 1959 


pails of Liquid K and free stainless steel Faucet 


Have Klenzade representa- 
tive call. 


Institution . 


“Visit our Booth 628 A. H. A. Show New York” 
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AY 
\\ 
TAINLESS 
TEEL 


FOR O.R. 


RECOVERY ROOM 


if 


OR ANYWHERE AT ALL 


the Raumanomeler 


every service 
in the busy hospital 


Because the Baumanometer alone 
carries a perpetual guarantee for per- 
fect accuracy . . . because it offers 
you the widest selection of models 
(each designed for your specialized 
needs) . . . because it is durably con- 


- structed for a lifetime of constant use 


. .. the Baumanometer is the sensible, 
logical choice for economical stand- 
ardization throughout the hospital. 
Your nearby Baumanometer dealer 
will be glad to show you the many 
fine points of craftsmanship that have 
established the Baumanometer as the 
world standard for bloodpressure. 


«+. @veryone respects 
the pursuit of accuracy 
--. use the m 


W. A. BAUM CO. INC. 


Copiague, Long Island, New York 


S.A. 1821 
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central booking desk, they would 
be expected to check there for 
future scheduling of clinic visits. 
If it is too far removed from x-ray, 
physio-therapy, etc., it will not 
be convenient for the patient. If 
central booking does not include 
outpatient visits, convenience to 
Outpatient areas may not be a 
prime consideration. 

Secondly, a communications sys- 
tem is very important when a 
centralized service is contemplated. 
There must be an adequate system 
devised whereby the central book- 
ing area can easily notify depart- 
ments of cancellations of ap- 
pointments and departments can 
notify the central booking desk of 
changes. Without this communica- 
tion, the central booking area may 
reshuffle its schedule, fail to notify 


a department of a change, thereby 


causing a waste of time and per- 
haps material in the department 
which may have scheduled a par- 
ticular test for a patient. 
Thirdly, an important consid- 
eration is the coordination of the 
central booking service. Who is 
to be responsible for this serv- 
ice—admitting, outpatient service, 


nursing or will a new department. 


be established? Whoever receives 
the responsibility must also receive 
the authority that goes with it. 
The central booking area must be 
able to schedule appointments and 
have the authority to have these 
schedules adhered to by the de- 
partments involved. 

Since we have found a void in 
the literature on this subject, we 
would appreciate receiving any 
material which you may develop 
in the process of setting up a cen- 
tral booking service. This material 
may perhaps guide another hos- 
pital in developing a similar serv- 
ice.—JACK W. OWEN 


Literature on volunteers 


Would you please suggest material 
which would be helpful to an adminis- 
trator preparing a talk to be given to 
a group of volunteers. 


The following articles are sug- 
gested: 

BAKER, J. STEWART. Contributed 
service in hospitals—an opportun- 
ity and a challenge. HOSPITALS, 
J.A.H.A. 31:39, Feb. 16, 1957. The 
author discusses the broadening 
concepts of hospital services, 


growth of the voluntary hospital 
system and the rising costs of hos- 
pital care, which call for an in- 
creased number of contributors of 
services in hospitals. 

BERKE, MARK and CAPEN, MRs. 
GEORGE. Administrator’s view of 
the volunteer service department. 
Hospital Auxiliary Newsletter. 
Jan.-April, 1958. An adaptation of 
one of the sessions at the auxiliary 
conference in Atlantic City, relat- 
ing to the function and direction 
of the volunteer service program 
in the hospital. 

DuNKS, ABBIE E. An administra- 


‘tor sets forth her ideas on what 


makes a volunteer valuable. Mod- 
ern Hospital 83:92, Sept. 1954. The 
author points out that auxiliary 
members should get acquainted 
with their hospital to represent it 
intelligently, render financial help, 
and implement the hospital’s goal. 

MILTon, Mrs. Harry E. Auxil- 
iaries and volunteer service. HOS- 
PITALS, J.A.H.A. 33:45, April 16, 
1959. The year’s literature regard- 
ing auxiliaries and volunteers is 
summed up and a bibliography is 


given. 
SLtoss, Mrs. RIcHARD L. Bill of 
rights for volunteers... anda 


code of responsibility. HOSPITALS, 
J.A.H.A. 32:41, Feb. 1, 1958. 

WuiTeE, H. Ferris Jr. Strengths 
and weaknesses of volunteers and 
the volunteer system. Modern Hos- 
pital. 80:98, March 1953. A dis- 
cussion of the strengths and hand- 
icaps the author has observed in 
volunteer activity. 

The Library of the American 
Hospital Association will be glad 
to lend for one month’s time those 
references from this list which 
cannot be secured in your own 
hospital library.—HELEN YAST 


Hospital planning 

Please send me a bibliography of 
literature concerning hospital plan- 
ning. 

The Division of Hospital and 
Medical Facilities of the U. S. 
Public Health Service, Washing- 
ton 25, D.C., has a list of reprints 
and mimeographed materials 
available which you might find 
helpful. The list is free as are 
many of the items it contains. A 
large number of the subjects in- 
cluded deal with some aspect of 
hospital planning. 

—BRYAN LOVELACE JR. 
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(ADVERTISEMENT) 


Take a Close Look at Hospital Injectables 


Reading time: 


There is little doubt that disposable equipment has 
assumed great importance in the modern hospital. Cer- 
tainly, no hospital administrator would dispute the fact 
that disposable items such as knife blades, blood lancets, 
urine collection bags, catheters, and enemas all help 
increase efficiency and, often, cut costs. 

On the other hand, much can be said for equipment of 
a more permanent nature. Personnel have usually had 
experience with it. There’s no need for constant re-or- 
dering; the cupboard is rarely bare. 


You can have both 

The advantages of disposable and permanent equip- 
ment do not necessarily have to be separate and distinct. 
In the TUBEx® closed-system of injectables, for example, 
the best features and advantages of both are combined. 
The system comprises a durable, finely made syringe and 
a disposable cartridge (glass) and needle unit containing 
a pre-measured dose of medication. 

Injection with TuBex simply requires that the proper 
pre-filled cartridge-needle unit be selected, inserted in the 
syringe, and aspirated. After the injection has been given, 
the cartridge-needle unit is discarded; the syringe is ready 
to use again... andagain...andagain... 

The benefits that the TUBEx system brings to hospital 
personnel, and the contributions that it makes to hos- 
pital efficiency and the welfare of patients, are impres- 
sive. Consider, if you will, the following examples. 


1. Accurately measured dose assured 
2. Danger of giving wrong drug reduced — 

Each sterile cartridge-needle unit contains an accu- 
rate, clearly labeled dose. Therefore, the nurse no longer 
must measure out doses as before—perhaps from an 
often-used, possibly contaminated multiple-dose vial. 
She runs little risk of administering an inaccurate dose 
or, worse yet, the wrong drug entirely. Obviously, the 
less chance for error the fewer the number of mal- 
practice suits. 


3. Efficiency of Central Supply increased 
4. Breakage losses reduced 

TUBEX cartridge-needle units are pre-sterilized; the 
needles pre-sharpened. This means that Central Supply 
can turn its attention to duties other than the time- 
consuming sterilization of syringes and the sharpening 
and sterilization of needles. It also means that breakage, 
which invariably accompanies these operations, and 
which raises the hospital’s costs, is drastically reduced. 


5. A source of hepatitis eliminated 
6. Contact sensitization minimized 

TUBEX Cartridge-needle units serve for a single injec- 
tion only. There can be no contaminated needles to 
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2% minutes 


Benefits: 12 


transmit serum hepatitis or other diseases. Also, because 
there is virtually no chance for spillage, the nurse rarely 
comes into contact with drugs that might produce derma- 
titides or be absorbed to cause even more serious effects. 


7. Inventory control simplified 
8. Narcotic security tightened 

The TuBEx system requires only two parts, half as 
many as the “‘conventional’’ system. 


TUBEX System: cartridge-needle unit, syringe 
Conventional System: plunger, barrel, needle, 
medication 


There are fewer records to keep. Inventory control, 
therefore, is more accurate and efficient. As inventory 
control becomes more accurate, narcotic security auto- 
matically tightens. 


9. Patients react more pleasantly to injections 
10. Most commonly used drugs available 

The most obvious direct benefit that the TUBEx system 
provides for the patient is a relatively painless injection, 
the result of a fresh, pre-sharpened, single-use needle. 
Since most common drugs—and many uncommon ones 
as well—are available in TUBEx form, the majority of 
hospital patients can benefit from the TuBEXx system. 


11. Accounting made more efficient 


12. Billing made more accurate 

Since each cartridge-needle unit contains a single, 
pre-measured dose, the amount of medication, includ- 
ing narcotics, that is given a patient is readily ascertain- 
able. Hence, accounting is facilitated and the proper 
charges to the patient can be made accurately and easily. 


In summary 

As you can see, adoption of the TUBEX system can have 
far-reaching effects. Efficiency and morale of the staff 
are improved. Labor costs—currently about 70 cents of 
every dollar spent by the hospital—are markedly reduced. 
Accounting, billing, and inventory control are made 
more accurate. The risk of malpractice suits is mitigated. 
The well-being of patients is enhanced. 

The TUBEX system can presently supply more than 75 
per cent of injectables commonly administered in hos- 
pitals. And medications not yet available in TUBEx form 
can be administered by means of empty, sterile cartridge- 
needle units. Thus, the TUBEX system is — of 
meeting every need for injectables. 

The TUBEX system is already in wide use. To learn 
more about the many benefits that the TUBEXx system can 
bring to your hospital, please see your Wyeth Territory 
Manager or write to Wyeth Laboratories, P.O. Box 

8299, Philadelphia 1, Pa. 


| 
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ghinions and ideas 


Both patients and staff 
like ‘get-well-o-gram’ 

Since the recent introduction of 
a daily “get-well-o-gram” at St. 
James Hospital, Chicago Heights, 
Ill., patient relations and staff re- 
lations have markedly improved, 
according to Sister M. Henrita, 
R.N., administrator. 

“All patients, but particularly 
those who are not well enough to 
read an entire newspaper, are most 
enthusiastic about this service,” 
Sister Henrita said. “Doctors and 
nurses scan it, too, for up-to-the- 
minute news.” 

Introduced last December at the 
hospital, the news sheet consists 
of abbreviated items of interna- 
tional, national, sports, weather, 
and religious news, along with 
hospital news. “The get-well-o- 
gram is not intended to supplant 
the newspapers,” said Joseph Mc- 
Govern, director of hospital pur- 


chasing and public relations, “but 
it is intended to give a birds-eye 
view of news affairs.” 

Patients at St. James Hospital 
also receive a copy of the local 
newspaper, compliments of a local 
department store. . 


Friendship dollar helps 
infirmary report costs 


St. Vincent Infirmary in Little 
Rock, Ark., has found an effective 
means to illustrate how the hos- 
pital dollar is spent, reports Sister 
Margaret Vincent, R.N., adminis- 
trator. A 5% by 10-inch sheet, 
which resembles paper currency, 
is printed. Called the Friendship 
Dollar, this sheet features a pic- 
ture of the hospital and the dates 
1888 to 1958. 

On the back of the “dollar”, a 
series of illustrations shows graph- 
ically how the hospital dollar is 


a) 417 towels per 
roll mean less 
cabinet filling 


You can raise the standard © push button con- 


of service...yet reduce the 


cost by using 


Mosinee Turn-Towls! 


trol means 40% to 
50% less towels used 


Pure sulphate 
towel means fast 
drying — extra 
strength 


(4) Fewer towels used 
mean less washroom 
maintenance 


Write for name of nearest 
distributor 


Put 


Towels 


BAY WEST PAPER CO. 
GREEN BAY © WISCUN>IN 
A Subsidiery of Mosinee Paper Mills Ce. 


spent in terms of payroll, profes- 
sional supplies, food, house and 
laundry service, etc. A table com- 
paring hospital statistics for the 
years 1951, 1956, and 1957 dem- 
onstrates the growth of the hos- 
pital. 
These “dollars” are distributed 
to patients when they are admitted 
to the hospital, to members of the 
professional staff, and to business 
leaders of the community. e 


Device for blind permits 
reading of printed material 


A new device by which the blind 
can read ordinary printed mate- 
rial, such as books and magazines, 
has been developed by the Vet- 
erans Administration. 

The portable unit, called an au- 
ral reading machine, produces 
sounds that resemble patterns of 
musical tones similar to chords 
played on an organ. By interpre- 
ting these tones, trained users ul- 
timately should attain a reading 
speed of from 15 to 30 words per 
minute. | 

Advantage of the machine over 
Braille is that the blind user can 
read material in normal print, in- 
cluding typewritten business cor- 
respondence. It will offer the blind 
new ability for the reading de- 
mands of office work and school- 
ing. 

The reader is the approximate 
size and shape of a portable radio. 
Weighing about nine pounds and 
housed in a wooden case measur- 
ing approximately 7 by 9 by 8 
inches, the unit includes knobs for 
volume, light intensity, and the 
electric power switch. 

The machine has three essential 
parts—a small instrument called 
a probe which is held in the hand 
and moved over the printed mate- 
rial to be read, chassis containing 


+ transistorized oscillators and an 


amplifier, and earphones through 
which the user listens. 

Blind persons, chiefly students 
and faculty members from the 
Ohio State School for the Blind 
at Columbus, were trained to in- 
terpret the sounds of the machine 
during a preliminary testing pe- 
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riod. Each student in the partici- 
pating group received approxi- 
mately 18 hours of instruction on 
the device, following preliminary 
training in interpreting tape-re- 
corded sounds of the machine. 
Recognition of the  tape-re- 
corded sound patterns correspond- 
ing to 145 different sentences was 
made readily, but the complex 
operation of manually rolling the 
probe along the line of print while 
interpreting the tone patterns re- 
quired considerable further prac- 
tice before routine use. . 
Five prototype models of the 
reader have been made, and both 
the device and training methods 
are undergoing further devétop- 
ment before quantity production 
is undertaken. If further develop- 
ment justifies, the Veterans Ad- 
ministration hopes to be able to 
furnish the readers to blinded 
veterans for their home use within 
the next few years. 7 a 


Telephones used to inform 
employees, record comments 


To keep employees posted on 
current hospital news, Baptist Hos- 
pital, Nashville, Tenn., is experi- 
menting with an employee tele- 
phone communication technique. 

A special number is listed on 
the hospital telephone system. 
When an employee dials this num- 
- ber, he hears, by means of a re- 
cording, the latest hospital news 
(such as re-routing or changing 
floors during hospital construc- 
tion, etc.). 

If the employee has a question 
or suggestion, he can record his 
comments over the telephone. The 
telephone record is checked several 
times a week for employees’ com- 
ments or questions, and followed 
up with an interoffice memo on 
the subject to the employee. 

Gene Kidd, hospital adminis- 
trator, reports that Robert P. Bru- 
eck, assistant administrator, is re- 
sponsible for preparing material 
for the recording. Memos to em- 
ployees are prepared in the as- 
sistant administrator’s office. “To 


date the system has evoked a lot — 


of interest among employees and 
has made them feel they have a 
greater part in the administration 
of the hospital,” Mr. Kidd said. 
“We hope to receive many more 
helpful suggestions for improve- 
ment of our hospital operation.” ® 
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Kathabar® Systems 

enable you to specify exact 
temperature, relative humidity, 
and bacteria count 

for hospital air. 


u For the first time, 

you can specify this condition: 
“Population of micro-organisms 
can’t exceed 5 per 10 cu. ft. 

in air leaving the sterilizer, as 
measured by the most 

sensitive instruments.” 


us Only Kathabar systems can 
meet this requirement. This new 
approach does not depend on 
filters or lights. 


us At the same time, Kathabar 
enables you to specify, and get 

the relative humidity you require; 
for instance: 55% RH minimum. 
Water or steam humidifiers are not 
necessary; exposed water in coils 
and ducts (potential 

breeding grounds for bacteria) 

is completely eliminated. 


» Technical data on 
Kathabar Systems are available 
promptly on request. 


SURFACE COMBUSTION CORPORATION 


2388 Dorr St., Toledo 1, Ohio 
Send “Air Hygiene for Hospitals” 


name & title 


hospital 
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IN VERTICAL 
TRANSPORTATION 


Present Standards for 
HOSPITAL ELEVATORS 


Need Changing, Too! 


Current standards for hospital elevators rec- 


ommend inside car width of 5’4” and depth of 8/0” — 


load capacity. 
recommended 


for elevators rated at 3500 Ibs. 
For elevators rated at 4000 Ibs., 
width is 5’8” and depth 8’4”. 


- In neither case are the recommended dimen- 
sions nor load capacities adequate for today’s 
hospital needs. 


You can readily see why this is so in much of 


the equipment used daily by hospitals. For example 


—many hospital beds, with attachments, run over 
8’ in length .. . an impossible ‘‘fit’’ in an 8’ car. 
And some of the new, improved iron lungs are also 
too large for elevators designed according to pre- 
sent standards. 


There are numerous other examples, of 
course, that make it clear present standards are 


HAUGHTON REPORTS 
TO THE NATION’S HOSPITALS 


= 


inadequate. That is why Haughton engineers, 
when designing equipment for hospital elevator 
modernization or new construction, look béyond 
these standards—recommend equipment for to- 
day’s hospital needs. 


It will pay you to call on Haughton for vertical 
transportation that’s a credit to your hospital... 
and a pattern for new hospital elevator standards 
most urgently needed. 


HOSPITAL ELEVATOR STANDARDS 
RECOMMENDED BY HAUGHTON 


\ 
- 4 LOAD DIMENSIONS 
4000 Ibs. 5'4" 9'0" 4’ 
4500 Ibs. 5'8” 9'6" 4 
5000 Ibs. 9'6" 4’ 


SS_._ 
- A 


GET A PROPOSAL FROM HAUGHTON .. 


. for elevator modernization, 
installation, maintenance or service—62 Branch Offices to serve you. 


Haughton Elevator Company 


DIVISION OF | 
TOLEDO SCALE CORPORATION 


Executive Offices and Piant 
Toledo 9, Ohio 
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—education of an administrator 


HE INSERVICE education of Ray 
- Farwell includes at least two 
items not to be found in the text- 
books on hospital administration 
or in the courses of hospital ad- 
ministration, or at any of the in- 
stitutes conducted by the Ameri- 
can Hospital Association. 

1. If a hospital administrator re- 
ceives bombing threats, he can put 
a piece of cellulose tape on the 
trunk and hood of his car and 
check them everytime he or his 
kin are going to use the car. It’s 
a simple method, but also some- 
what imperfect in a matter in 
which imperfection can be fatal. 

2. The techniques of coupling a 


hose to a fuel oil truck must be 


mastered if the hospital has only 
four hours of fuel between it and 
the cold and if some of the pa- 
tients in the hospital can’t be 
moved without jeopardizing their 
very life and if the truck driver 
won’t couple the hose himself, the 
police will stand guard over you 
while you are doing it. 

These are two of the things Mr. 
Farwell learned last year during 
a bitter, purulent, stench-bomb 
strike which lasted for 10 weeks 
at Seattle’s Swedish Hospital, 
which he administers. 
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editorial notes 


Mr. Farwell doesn’t suggest that 
a how-to-do-it course on bomb- 
ing-prevention and hose-coupling 
be added to the curriculum for the 
education of a hospital adminis- 
trator. Rather does he suggest that 
the threats of strikes in hospitals, 
the reality of strikes in hospitals, 
and the campaign to unionize hos- 


pitals make preventive mainte-. 


nance in the matter of personnel 
practices of substantially greater 
importance than preventive main- 
tenance of roof gutters or boilers. 


—public, but not utilities 


THAT hospitals are 
really public utilities and must 
face the inevitability of regulation 
as such are heard increasingly 
these days. 

It is argued that the growing 
concern on the part of insurance 
commissioners with hospital costs 
and their inescapable corollary, 
hospital services, is a reflection of 
this reality. 

We believe that this reasoning 
is unsound. Hospitals do render a 
necessary public service. Hospitals 
are regulated by government in 
manifold ways—licensure, nar- 
cotics laws, fire and building codes, 
etc. 

But these regulations do not 


make the nonprofit hospital a pub- 
lic utility any more than the fact 
that the grocery store renders a 
vitally necessary service and is 
subjected to various forms of gov- 
ernmental regulation makes a pub- 
lic utility out of the A & P. 

The voluntary hospital may or 
may not have a monopoly. If it 
does, it does not stem from the 
granting of such monopoly by a 
governmental body. Rather, the 
hospital monopoly, if there is one, 
comes from an accident of geog- 
raphy—the only hospital in a 
community—or by insufficient re- 
sources to build and operate a 
second hospital in the given area 
concerned. 

The public utility accepts gov- 
ernment regulation of its business 
affairs and, in some instances, of 
its profits in exchange for a gov- 
ernmental guarantee of a monop- 
olistic franchise. The public utility 
is a profit-making enterprise—or 
tries to be one. 

The hospital, therefore, is not 
a public utility. It renders an es- 
sential service—granted. It is sub- 
ject to specific governmental reg- 
ulation of certain parts of its 
conduct—granted. But it is not a 
monopoly and, with few excep- 
tions, is not a profit-making enter- 
prise. 
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Nursing satisfaction may depend 


on the nurse liking her patient 


and feeling needed by him, study shows 


by JOAN S. DODGE 


ECENT RESEARCH has success- 
fully isolated some of the fac- 
tors related to nursing satisfaction 
and turnover. Due to their concen- 
tration on situation variables such 
as hospital size, however, these 
studies have often led to an im- 
passe. The relevant sources of dis- 
satisfaction and turnover they 
have identified have not been sub- 
ject to modification or removal. 
In contrast to the situation ap-. 
proach, the present study focused 
on personality variables. It was 
oriented toward investigating the 
personal factors related to the 
probability of a nurse’s being sat- 
isfied in her work even under poor 
working conditions. In particular, 
it investigated some interpersonal 
attitudes of satisfied and unsatis- 
fied nurses. It hoped, in this man- 
ner, to provide the administrator 
with an additional method for 
meeting the problem of nursing 
turnover. 


THE NURSE AND HER PATIENT 


This research grew out of the 
emphasis’ currently being placed 
on finding effective ways of meet- 
ing the nursing shortage. Two 
general approaches to the problem 
have been used to date. The first 
has been to consider ways of in- 
creasing the number of women 
who enter nursing; the second, 
ways of decreasing the number 
who leave it. This research was 
oriented toward the latter ap- 
proach, although its findings have 
implications for improving the ef- 
fectiveness of the procedures used 
in the selection of trainees. 

Previous research in this area 
has isolated a considerable num- 
ber of situational factors conducive 
to high turnover. In general, the 


research on turnover assumes that 


modification or removal of the as- 
sociated factors will materially 
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A nurse’s attitudes and feelings 
about her patients may be the key 
to her nursing satisfaction, reports 
the author. An understanding of the 
variety and nature of these attitudes 
could prove valuable in recruiting 
nurses, in training them and in ad- 
ministering an already trained staff. 


reduce a hospital’s turnover rate. 
Although limited evidence that it 
actually does so appears in a 
study? by Sturdavant, Hitt and 


Jydstrup on the costs of turnover, - 


many of the factors identified in 
this manner cannot be modified. 
Due to the need for 24-hour pa- 
tient care, for example, it is im- 
possible for the entire staff to 
work from 9 to 5. The results of 
the studies often put the admin- 
istrator in the position of knowing 


how to reduce turnover but of 


being unable to do it. 

An additional factor, presumed 
to be a major cause of nursing 
turnover, is job dissatisfaction. Al- 
though there is positive evidence 
that the relationship exists in in- 
dustry, the nature of the associa- 
tion is still largely undetermined 
in the hospital situation. Bullock’s 
study of a large group of nurses 
in Ohio is one of the few careful 
studies. He reports nurses’ job sat- 
isfaction to be related to such 
things as supervisor treatment, the 
functions they must perform, their 
perception of public opinion con- 
cerning nurses, their anticipated 
rewards, and so forth.! 

Bullock’s study, then, was a 
much needed departure from tra- 
dition. By focusing on the relation 
between nurses’ attitudes toward 
_ nursing and their job satisfaction, 

it provided evidence that personal 
factors should be considered as 
well as situational ones. The pres- 
ent study was an attempt to fur- 
ther this type of research. - 

Research in other areas has 
demonstrated that one’s attitudes 
toward one’s associates are clearly 
related to one’s satisfaction with 
his situation.24 As her functions 
require the nurse to _ interact 
continuously with doctors, other 
nurses and, above all, patients, the 
nurse’s attitudes toward these as- 
sociates should represent an im- 
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portant variable in her satisfac- 
tion with her work. The present 
study predicted that nurses whose 
attitudes toward their patients and 
co-workers were conducive to 
warm interpersonal relationships 
would express more satisfaction 
with their jobs than would nurses 
holding less favorable attitudes. 
As a result of Argyris’> findings, 


the above prediction could be made 


more specific. His study of nurses 
in a large metropolitan hospital 
indicated that their most impor- 
tant relationships involved those 
with the patient. Nurses were not 
nearly as concerned with their re- 
lations with nurse co-workers, su- 


‘periors or doctors. Consequently, 


the above hypothesis was modified 
in the direction of expecting a 
stronger relationship between job 
satisfaction and attitudes toward 
the patient than toward co-work- 
ers. 


ATTITUDES INVESTIGATED 


Three related aspects of nurses’ 
interpersonal attitudes were stud- 
ied. These concerned the degree 
to which a nurse (1) esteemed her 
associates, (2) identified with them, 
and (3) idealized them. 

Esteem for others—One’s simple 
evaluative judgments of others 
provide an index of the extent to 
which one likes them. We tend 
to prefer individuals whom we 


see as possessing desirable traits — 


over those whom we would de- 
scribe as possessing undesirable 
traits. Thus, unless circumstances 
are of such a nature as to inhibit 
truthful responses, one’s attitude 
toward another is reflected in one’s 
description of him. In terms of the 
above hypothesis, nurses who es- 
teemed their patients and their 
nurse and doctor co-workers were 


expected to express more job sat-_ 


isfaction than would those whose 
perception of these others indi- 
cated less favorable attitudes. 
identification—This aspect of in- 
terpersonal attitudes measures the 


extent to which an individual sees 


himself and others as basically 
similar people with similar wants, 
needs, and personality character- 
istics. It makes use of one’s self- 
perception as well as one’s per- 


ceptions of others. A person can 
hold another in low esteem yet 
strongly identify with him because 
he sees himself in the same light. 
Thus, although identification is 
generally related to esteem, it re- 
flects a different aspect of the in- 
terpersonal attitude. 

As previous research by this 
author indicated,§ nurses tend to 
identify with the patient more 
than doctors do. It was suggested 
there that warm, close feelings 
toward the patient (i.e., high iden- 
tification) might be a requisite to 
the nurse’s ability to do the some- 
times unpleasant and menial tasks 
necessary to adequate patient care. 
If such is the case, nurses who are 
able to identify with the patient 
should express more job satisfac- 
tion than do those who do not 
identify so strongly. To a lesser 
extent, satisfaction should also be 
associated with identification with 
co-workers. 

idealization—The degree to which 
one believes that people are as 
they should be reflects a third 
aspect of one’s attitude toward 
them. Although obviously related 
to esteem of others, it differs in 
that it includes the concept of the 
ideal. In line with the aim of the 
present research, then, the final 
hypothesis related idealization of 
associates to degree of job satis- 
faction. The more nurses idealized 
their patients and co-workers, the 
more satisfied they were expected 
to be. 

In summary, the study investi- 
gated the relations between nurses’ 
interpersonal attitudes and their 
job satisfaction. Specifically, it 
hypothesized that job satisfaction 
is positively related to nurses’ 
tendencies to esteem, identify 
with, and idealize their patients 
and co-workers. In light of Ar- 
gyris’ findings the relationships 
were expected to emerge most 
clearly when attitudes toward the 
patient were considered. 

Subjects—Sixty staff nurses from 
a 268-bed hospital were the sub- 
jects of the study. The hospital 
was a voluntary, general, short- 
term hospital in a large metro- 
politan area. Due to gaps in the 
data, the number of subjects re- 
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ported fal] short of the 60 noted 
above. 

Each subject described the fol- 
lowing real and hypothetical indi- 
viduals on identical sets of these 
scales: (1) herself, (2) her typi- 
cal patient,* (3) the nurse with 
whom she has most contact, (4) 
the doctor with whom she has 
most contact, (5) the ideal patient, 
(6) the ideal nurse, and (7) the 
ideal doctor. In addition, she filled 
out a questionnaire that measured 
the extent to which she liked her 
job at that hospital. 


HYPOTHESES EXAMINED 


Satisfied nurses esteemed the 
patient more than the unsatisfied 
nurses did. They described him as 
a warm, outgoing individual who 
was dependent upon them. Unsat- 
isfied nurses exhibited this pattern 
to a significantly lesser degree. 
This suggests that the feeling of 
being needed by likeable people 
might be an essential componen 
of nursing satisfaction. | 

Data describing differences in 
esteem for doctor and nurse co- 
workers are not presented as the 
differences were not significant. 
There was a slight tendency for 
satisfied nurses to see these asso- 
ciates in a more favorable light, 
but it was neither consistent nor 
marked enough to be a real differ- 
ence between the groups. The 
findings thus provide support only 
for the patient aspect of the first 
hypothesis. 

Data on nurses’ satisfaction were 
correlated with the degree of iden- 
tification of the nurses with (1) 
the patient, (2) the most con- 
tacted nurse co-worker, and. (3) 
the doctor with whom they had 
most contact. Although all rela- 
tionships were in the expected di- 
rection, the correlation between 
satisfaction and identification with 
the patient was the only significant 
one. Thus, the findings suggest that 
the satisfied nurses identify signifi- 
cantly more with their patients 
than do the less satisfied ones. 

The final hypothesis. related 
nursing satisfaction to the degree 
to which others were idealized, 
i.e., seen as approximating one’s 
ideal as to what they should be 

*Subjects were asked to describe their 


typical patients rather than specific ones 
in order to tap a generalized attitude. 


32 


like. Again, although the associa- 
tion was in the predicted direction 
in all three cases, only that related 
to idealization of the patient was 
significant. 

It should be pointed out at this 
point, however, that there were no 
significant differences in the pro- 
file descriptions of the ideal pa- 
tient given by the two groups of 
nurses. Thus the relation between 
idealization and satisfaction rested 
entirely on differences in the typi- 
cal patient descriptions and gave 
no additional information. 

In summary, all three hypothe- 
ses were upheld with respect to 
the patient. Nurses who expressed 
satisfaction with their jobs had 
generally more favorable attitudes 
toward the patient, identified with 
him more, and idealized him more. 
Attitudes toward other associates 
were not significantly related. 


FACTORS IN JOB SATISFACTION 


The above results may seem 
rather obvious to the casual reader 
who may feel that he has learned 
nothing that he did not already 
know. However, if one looks be- 
yond the general finding that 
nurses who like patients are hap- 
pier than those who don’t, certain 
interesting differences in the two 
attitudes toward people emerge. 

Consider first the different im- 
ages of patients held by satisfied 
and dissatisfied nurses. Of partic- 
ular interest is the way satisfied 
nurses perceived the patient as a 
warm, outgoing, but dependent in- 
dividual. In contrast, the dissat- 
isfied nurse had less of a tendency 


to see the patient as needing her 


and as being someone whom she 
wanted to help. Nurses have to 
perform many relatively unpleas- 


ant tasks in their routine care of 


the patient. The above results sug- 
gest that the image of the patient 


as likeable and dependent makes | 


it easier to perform such duties. 
If the patient is not seen as pos- 
sessing this combination of attri- 
butes, performing those duties 
might be less tolerable; this situ- 
ation would, in all probability, 
limit the satisfaction a nurse could 
find in her work. 

The findings lead to the inter- 
pretation that nursing satisfaction 
may be dependent, to a large ex- 
tent, on the possession of a par- 


ticular attitude toward the patient. 
This finding further suggests that 
satisfaction with a particular job. 
might be more related to satis- 
faction with nursing in general 
than to any situational factors. 

Personality Needs—The attitudes 
being discussed here were indexed 
by the nurses’ perceptions of the 
patient. Psychological evidence has 
repeatedly shown that one’s per- 
ceptions of stimuli reflect one’s 
basic personality needs. Current 
personality theory rests heavily 
on this notion, as does clinical 
practice. With this in mind, the 
perceptions that satisfied and un- 
satisfied nurses had of the patient 
can be seen as reflecting different 
emotional needs in the two groups; 
the satisfied nurses are those who 
need to feel that they can help 
others. 

The perception of patients as 
relatively independent and _ less 
likeable, on the other hand, may 
reflect less need to serve others. 
Nurses who have this pattern 
would be freer from concern about 
the patient’s welfare (although 
this does not imply that they would 
not perform their duties adequate- 
ly) and have more time to interest 
themselves in the attractiveness of 
the working situation. Indeed, sat- 
isfaction for these nurses might 
strongly depend on favorable 
working conditions. Conceivably 
they could be the chronic com- 
plainers whom nothing seems to 
satisfy, the ones who are con- 
stantly leaving one job in search 
of a better paying one, a less de- 
manding one, and so forth. One 
suspects however, that this be- 
havior is symptomatic of a basic 
dissatisfaction with nursing as a 
profession, albeit an unconscious 
one. 

The nurse who sees the patient 
as warm, but dependent, on the. 
other hand, would tend to see the 
patient and patient care as more 
important than working conditions. 
She would be the dedicated nurse 
who tends to be relatively satisfied, 
regardless of working conditions, 
as long as her needs are satisfied. 
One suspects that raises in salary, 


improved working conditions, and 


so forth, although nice to have, 
would make relatively little dif- 
ference to her satisfaction with her 
work. Indeed, in the extreme case, 
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being underpaid and overworked 
might actually foster a self-image 
of saintly dedication to needy hu- 
manity which, conceivably, she 
holds. 

Patient Identification—The satisfied 
nurses—those who showed the 
above pattern—also identified 
more with .the patient than did 
unsatisfied ones. Although the 
identification score is not inde- 
pendent of the description of the 
patient, as the latter enters into 
the calculation of the former, it 
represents a different aspect of 
attitude. Here we were measuring 
the nurse’s perception of the pa- 
tient in relation to her perception 
of herself. A nurse could describe 
the patient as being a relatively 
unlikeable individual yet identify 
strongly with him because she 
perceived herself in the same man- 
ner. This was the case for some 
nurses in the present study and 
they were in the satisfied group. 

Data tabulated in this study 
indicated a positive association 
between identification with the 
patient and expressed job satis- 
faction. Satisfied nurses identified 
‘significantly more with the patient 
than did unsatisfied ones. As iden- 
tification is interpreted as a meas- 
ure of psychological distance, the 


data suggest that satisfied nurses 
establish warmer and closer rela- 


tions with the patient; that they 


are more involved with their pa- 
tients; that they like them better; 
and that the patients are more 
important to them. 

The relatively little identifica- 
tion shown by unsatisfied 
nurses, on the other hand, reflects 
a more distant, critical attitude; 
a feeling that the nurse and the 
patient are quite different kinds 
of people. Being, thus, less per- 
sonally involved, these nurses 
would not find the same measure 
of satisfaction in caring for the 
patient. Psychological evidence 


- indicates that we take more pleas- 


ure in being with others with 
whom we identify than with those 
whom we see as different from 
ourselves.*:78 The nurse who finds 
less satisfaction in the patient re- 
lationship would look for other 
sources of satisfaction. In all prob- 
ability, working situation variables 
would become relatively impor- 
tant. Being less involved with her 
patients, she would be freer to 
move about, to seek better work- 
ing conditions, to get better pay. 


SIGNIFICANT OBSERVATIONS 
Again, attitudes toward the pa- 


tient are seen as being related to 
attitudes toward nursing as a pro- 
fession as well as toward the spe- 
cific job situation. The findings 
suggest that nurses who are dis- 
satisfied with a particular job 
might be relatively dissatisfied 
with any job that involves the 
care of others. The conscious de- 
nial of the attractiveness of nurs- 
ing as a profession, however, is 
not often made. Social pressures, 
refusal to admit that one has made 
a mistake, lack of preparation for 
other work, and so forth, tend to 
inhibit such an admission. Rather, 
aspects of the working situation 
are blamed for dissatisfaction. 

In the hospital under study, phy- 
sical working conditions ranged 
from those in newly built modern 
wings to those in old, overcrowded 
wards. When nurses in these vari- 
ous services were compared as to 
their scores on the satisfaction 
scale, no significant differences 
were found. Similarly, no differ- 
ences were found when nurses 
working on the day shift were 
compared with those working at 
less favorable times. There was 
more variation satisfaction 
within a service or shift than there 
was between them. 

Differences were found, how- 


Toy Blocks 
Solve 
Kitchen Problem 


Most people think of building 
blocks as toys for the very young, 
but Mrs. Velma Jones, dietary su- 
pervisor at Hanna Pavilion at the 
University Hospitals of Cleveland, 
found that these simple child- 


hood toys solved a problem in tray assembly in the 
hospital kitchen. 

The hospital’s stainless steel kitchen features a 
conveyor belt for tray assembly. “It is so efficient”, 
reports Mrs. Jones, “that it created a problem. The 
dietary maid responsible for placing salads and 
desserts on the trays couldn’t keep up with the con- 
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veyor whenever she had to restock her supply from 
the refrigerator, three feet away.” 

After several trials and errors, Mrs. Jones found 
that wooden toy blocks could be successfully used 
to stack one tray of salads upon another so that the 
entire supply would be at the maid’s fingertips. This 


_ method also assures the patient a completed tray. §& 
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ever, when the expressed satis- 


faction level of nurses holding | 


certain attitudes toward the pa- 
tient was compared with that of 
nurses not holding those attitudes 
to the same extent. Thus, the find- 
ings suggest that more attention 
should be paid, than has been in 
the past, to the personality char- 
acteristics of the nurses involved. 
In a sense, these findings open a 
whole new area of research, the 
results of which can provide a 
new method of controlling nursing 
turnover—a method which does 
not depend on reducing hospital 


_ gize, hiring only nurses beyond a 


certain age, and so forth. Unfor- 
tunately, the scope of this study 
did not permit the collection of 
data on avoidable turnover. 

Of interest is the fact that there 
was no relation here between job 
satisfaction and attitudes toward 
co-workers, despite the fact that 
this has been found relevant in 
industry. Satisfied nurses liked, 
identified with, and idealized their 


nurse and physician co-workers 


no more nor less than unsatisfied 
ones did. Perhaps this lack of re- 
lationship indicates something 
unique to the hospital environ- 
ment. In hospitals, the ‘product’ 
is the good health of the patient. 
The product is a human being just 
as the workers are human beings. 
In industry the product is inani- 
mate, and one does not get in- 
volved, in any real sense, with a 
can opener or a daily insurance 
report. Consequently, relationships 
with one’s co-workers become 
more important. In the hospital, 
on the other hand, interaction with 
the patient is primary. As Argyris’ 
findings indicated, all other rela- 
tionships are secondary. 

On the other hand, it must be 
remembered that here the nurse 
was asked to describe specific 
other people in contrast to a typi- 
cal other person. Although great 
care was taken to assure the sub- 
jects’ anonymity, some reluctance 
to express true attitudes—espe- 
cially concerning doctors—might 
have remained. Nonetheless, the 
findings of this study point to the 
possibility that relations with the 
patient might be the prime source 
of nursing satisfaction; that nurses 
who do not or cannot form close 
interpersonal relations with their 
patients will tend to be dissatis- 
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fied with their jobs, regardless of 
the kinds of relations they have 
with co-workers, and, to some ex- 
tent, regardless of their working 
conditions. 


PRACTICAL IMPLICATIONS 


The situation approach has 
yielded much valuable informa- 
tion. However, while the situation 
approach identifies some sources 
of avoidable turnover, the sources 
themselves are often unavoidable 
due to the demands of the hospital 
environment. Thus, this approach 
provides only limited help in re- 
moving these sources. Secondly, it 
answers not at all the question of 
why some nurses are more able 
to tolerate unsatisfactory condi- 
tions than others are. As many 
of the situation variables must 
stand as they are, the value of in- 
formation on this second point be- 
comes self-evident. The impor- 
tance of the present research rests 
in its contribution to this question. 

Recruitment—Specifically, these 
findings have certain implications 
for both student recruitment and 
the hiring of trained nurses. If 
further research demonstrates that 
these interpersonal attitudes are 
consistently related to satisfaction 
and job stability, then it is con- 
ceivable that girls who do not pos- 
sess these characteristics should be 
discouraged from entering the 
nursing field. There is no particu- 
lar value in training people who 
are not going to be satisfied with 
their work in the future. Indeed, 
their presence in hospitals in- 
creases the problems of their co- 
workers and supervisors. 

On the other hand, perhaps the 
correct attitudes can be taught as 
one aspect of the training pro- 
gram. If the attitudinal deficiencies 


of an otherwise satisfactory stu- 


dent are pointed out to her, she 
may, with help, be able to over- 
come them. Whether she will or 
not, however, is a question for 
further research. 
Administration—The findings also 
have implications for the admin- 
istration of already trained per- 
sonnel. They suggest that it might 
be useful for the administrator to 
have for each nurse in his employ 
a complete description of her at- 
titudes in all areas found to be 


relevant to satisfaction and turn-. 


over. This would enable him to 


pay more attention to the com- > 
plaints expressed by nurses hold- 
ing favorable attitudes than to 
those of nurses whom one could 
never satisfy. Similarly, if used to 
screen out ‘unfavorable’ nurses 
applying for jobs, the turnover 
problem might be markedly re- 
duced in the future. 

This latter assumes, of course, 
that the source of supply is large 
enough for one to be discriminat- 
ing. Unfortunately, this is not 
often the case. However, with the 
extensive effort currently going 
into the recruitment of potential 
nurses, it may be more the case 
in the future. In addition, one 
might find that two nurses holding 


favorable interpersonal attitudes 


can do more work more effective- 
ly, and create fewer problems than 
four less desirable ones. As Stur- 
davant et al have demonstrated, a 


‘great deal of time is spent in the 


turnover process.2 Conceivably, 
hospitals having low turnover 
rates might, then, need fewer em- 


ployees. a 
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Regular follow-up routines give 


the business office a head start in 


MOST important factor in 
4 any hospital program to re- 
duce bad debt is a regular follow- 
up of all accounts receivable. If 
a positive routine is established 
and followed, danger signals will 
be recognized early and appropri- 
ate corrective action can be taken. 
This action should also be handled 
in a routine manner. 

A good collection routine for a 
hospital might include these steps: 

1. Resell the original payment 


terms. The absence of the word 


collection in this phase should be 
carefully noted; the job is_ pri- 
marily one of selling. 

For the few patients who do not 
respond satisfactorily to this re- 
selling of payment terms, it is 
time to move to the next step. 

2. Insist on a new, firm payment 
agreement. Whether this is to be 
done orally or by mail, less time 
can be devoted to it than to ac- 
tivity No. 1. A decidedly more ob- 
jective technique is required. The 
communications, verbal or writ- 
ten, will all be predicated on ap- 
peals to fairness, pride, credit 
standing, and the like, but in all 
cases, will still be aimed at set- 
ting up a definite and thoroughly 
understood payment program. 

Long-term as well as short-term 
extensions must be pegged to a 
definite date. Indefinite promises, 
protestations of honest purpose, 
and nebulous payment dates must 
not be acceptable. The patient with 
an honest intent to pay seldom 
resents the wholesome logic of a 
definite payment date for a de- 
linquent obligation. 

If the patient does display re- 
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UNMASKING 
THE BAD DEBT 
PERSONALITY 


by JOHN W. JOHNSON 


sentment or unwillingness to co- 
operate, he needs stronger action. 

3. It is time now to demand set- 
tlement in full within a specified 
time. Observe that the phrase set- 
tlement in full lacks no force but 
is far more flexible than payment 
in full, since it gives both the hos- 
pital and the patient a wider op- 
portunity for a satisfactory dis- 
posal of the debt. 

The common error of reviewing 
the whole history of his delin- 
quency for the debtor at this point 
should be avoided. Doing so usu- 
ally accomplishes nothing better 
than creating another hook on 
which to hang another delaying 
argument. A close observance of 
this rule can be depended on to 
produce healthy results, leaving 
only some isolated cases for final 
action. 

4. When all the constructive ap- 
peals have failed, nothing is left 
but to notify the debtor of the 
hospital’s intent to take decisive 
action. With some occasional ex- 
ceptions, debtors who have not 
paid up to this point rarely re- 
spond to anything but a new and 
different element introduced into 
the collection procedure. 

In fact, many creditors feel that 
further activity by their own of- 
fices is economically unsound, 
since the time consumed largely 
operates to their disadvantage and 
produces only limited returns at 
best. However, there are well sup- 


ported ethical reasons for one final 
demand. 


IDENTIFYING POTENTIAL BAD DEBT 


Time is the safest refuge of the 
delinquent patient. The more he 
gets of it, the less he pays. 

It may logically be asked, “How 
can I efficiently and quickly iden- 
tify potential bad debts?” If losses 
from delinquent patients are to 
be held to a minimum, the first 
need is the answer to this ques- 
tion. 

It is a near certainty that po- 
tential complete credit losses are 
in the offing when: 

1. The new patient does not pay 

on first notices. 

2. Payment terms fail for no 
valid reason. 

3. Repetitious unfounded com- 
plaints occur. 

4. There is a denial of respon- 
sibility. 

5. Repeated delinquencies are 
concurrent with repeated ad- 
dress and/or occupation. 

6. A delinquency co-exists with 
serious marital difficulties. 

7. An obvious financial irre- 
sponsibility is exposed. 

8. The patient is a skip (moved 
without leaving new ad- 
dress). 

9. Any delinquent patient fails 
to sustain communication with 
you. 

Other situations of equal ur- 

gency will occur. For example, 
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: 


there may be difficulty with a pa- 
tient who cannot be made to un- 
derstand that most insurance has 
a limit, or if the hospital serves 


a large area, it may be found that 
some patients are using distance 
to defeat payment. 

It will be well worth the time 


readers of our Journal: 


RETIREMENT 


from one who is there 


Miss Ada Belle McCleery has been a personal member of the 
American Hospital Association for 38 years. She was a member of 
its Board of Trustees in 1940-41 .and retired as superintendent of | 
Evanston (ill.) Hospital in 1941. Following her retirement for two 
years she was coordinator of the course in hospital administration 
at the University of Chicago. For the past six years she has resided 
in a cottage at Claremont Manor, a home for the retired in Clare- 
mont, Calif. It is her wont to send a mimeographed letter periodically 
to her friends throughout the country. Her latest combined holiday 
greetings, a note on her celebration of her 80th birthday, and a 
description of Claremont Manor. Because of the great interest in 
various methods of providing for the autumn of life, we are sharing 
portions of Miss McCleery’s letter (with her permission) with the 


. . It is surprising how as one grows older one pushes onward 
and upward the term aged. | must admit, | suppose, that the term, 
chronologically, applies to me. But as far as my attitudes and way 
of life are concerned | can see little difference from year to year. 
Probably others do, but | can assure you that | am not a replica 
of the old lady who sits in her chair and looks at the ceiling all 
day or who goes to bed at night at eight o’clock . . . 

. . . After five years, and more, at the Manor what do | think 
of it? My answer is that my decision to come here was one of the 
wisest that | ever made. | am content. | occupy a cottage and live 

a normal life as far as outside contacts are concerned. The Manor 
residents, about 240, have been selected carefully. A great number 
had a national reputation in his, or her, field before retirement. The 
majority are still active. They travel widely—two dozen, at least, 
have been out of the country this year and many others have visited 
all parts of the United States. Both social and intellectual life are 
stimulated by the activities of some 20 committees of residents. 
Although there are more women than men residents, there are about 
30 couples and a half dozen, or more, single men. This close asso- 
ciation with a group in an age range from 65 to 95 makes one 
realize that brains are not laid aside on retirement. 

. . . Since | believe that the type of care offered here is one 
of the best solutions for those who will not become public charges, 
or who do not wish to become dependent on other members of 
their family, may | suggest that if you are approaching retirement 
age that you do a little investigating? There are several similar 
institutions in this part of the country . . . 

. . My congratulations on the new AHA building. lam looking 
forward to seeing it when | am next in Chicago. " 


of any hospital credit manager 
determined to maintain an efficient 
control over accounts receivable 
to carefully review the foregoing 
categories in the light of his own 
experiences. 


One may ask, “‘Why should this 
be? Why should these unpaid hos- 
pital bills pile up?” Usually the 
answer is that by the time prob- 
lem accounts are recognized, the 
overwhelming number of delin- 
quent debtors are already involved 
with several other creditors. 

What is the troublesome type 
of individual like? 

Innumerable surveys taken by 
the American Collectors Associa- 
tion and other responsible groups 
graphically delineate the potential 
and active bad debt personality. He 
is, with only rare exception, a 
member of one or more of the 
following groupings: 

@® Habitually slow pay. 

@ Financially immature. 

@ Irresponsible as to employ- 
ment, and usually equally irre- 
sponsible as to family obligations. 

@ Unavoidably involved in debt, 
and incapable of handling their 
own problems. | 

@ Skips, who run away from 
debt. 

@ Deliberate credit criminals. 

@ Chiselers, who hope to, and 
do, reduce just debts by way of 
frivolous and constant complaints. 

@ Hardship cases. | 

Significantly absent from the 
foregoing list are those who lose 
employment through no fault of 
their own, and those who experi- 
ence an unexpected financial re- 
verse. The reason for this is clear. 
In most cases, such people will vol- 
untarily communicate with their 
creditors and arrange for future 
settlement. As credit risks, these 
people are the salt of the earth, 
the kind to whom the creditor 
owes a moral obligation of leni- 
ency. Their distinguishing char- 
acteristic is that they do com- 
municate with the creditor. The 
potential collection agency debtor 
does not. 

It is this noncommunicator, the 
recalcitrant, and the disputative 
debtor from whom a good portion 
of bad debt can be recovered by 
a good selection and timely use of 
a qualified collection agency. . 
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JOB? 


In analyzing the effectiveness of Blue Cross, the author 
examines six areas of Blue Cross activity. He discusses 
what has been accomplished in each area and what still 
needs to be done. The author emphasizes hospitals’ part 
in solving many of these problems. 


N ATTEMPTING an analysis of Blue Cross, I may 

be exercising the right of free speech for a para- 
doxical purpose: to criticize an institution in which 
I thoroughly believe. Yet, such criticism is not as 
paradoxical as it may first appear. 

Blue Cross has millions of subscribers who give 
thought to its operations. Thousands of us in the 
health field carefully scrutinize everything Blue Cross 
does and does not do. And I think this is a good 
thing. Questions raised by hospital people indicate 
their recognition of the prime significance of Blue 
Cross to the hospital program. It indicates their de- 
sire to identify problem areas, It indicates their in- 
tention to participate in the solution of Blue Cross 
problems. 

Its performance in recent years indicates that Blue 
Cross has the same intentions. In most areas Blue 
Cross operates a formal program designed to help 
hospital people cooperate in pointing out existing 
problems and assisting in their solutions. Blue Cross 
is not complacent, nor should we be. 

How, then, can we judge whether Blue Cross is 
Joing its job? 

First, we can look at statistics. Blue Cross enroll- 
ment at the end of 1957 was 56 million subscribers, 
a gain of more than a half million over the previous 
year. It paid to hospitals $1,357,392,014—a return of 
96.89 per cent of its income dollar. Blue Cross paid 
for the hospitalization of 7.5 million inpatients and 
2.5 million outpatients. 

Any fair evaluation would conclude that, quanti- 
tatively, Blue Cross is doing a splendid job. Each 
of the cited figures represents important progress. 

I do not think Blue Cross should be judged solely 
on its numerical accomplishments, however. It was 
established to meet social as well as economic needs. 
It should be evaluated on how well it fulfills both 
purposes. We should also study, therefore, the degree 
in which Blue Cross is fulfilling its basic purposes of: 

1. Meeting costs of essential hospital care for its 
members by payment directly to hospitals. 

2. Giving the entire community an opportunity to 
enroll. 

3. Basing rates on over-all community experience. 

4. Continuing coverage for members regardless of 


- employment, age, or health status. 


5. Operating as a nonprofit service organization. 


BLUE CROSS AT THE CROSSROADS 


It is apparent that Blue Cross has reached a cross- 
roads. Gains in medical science and increased public 
interest in health matters have combined to cause a 
demand for more and more health care—much of it 
diagnostic and preventive. On the other hand, hospi- 
tals require more money to perform the services 
growing from these developments. This money must 

Jay W. Collins, F.A.C.H.A., is executive director, Euclid-Glen- 
ville Hospital, Euclid, Ohio. 


This material is adapted from a paper presented at the 1958 
annual meeting of the Iowa Hospital Association. 
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be supplied in the face of wide- 
spread public, political, and spe- 
cial interest group opinion that 
“health care costs are too high.” 

Can Blue Cross meet this chal- 
lenge? To do so it must: 

@ Win public acceptance for 
justifiable rates for its service 
benefit program. 

@® Perfect its system of nation- 
wide coverage for national ac- 
counts. 

@ Develop a satisfactory pro- 
gram for individual enrollment. 

@ Extend its benefits to cover 
outpatient diagnostic services, con- 
valescent care, and long term ill- 
nesses. 

@ Cause Blue Cross to be 
identified in the public mind as a 
vital, integral part of the voluntary 
hospital system—not as another 
insurance company indifferent to 
social and economic problems. 

@ Encourage, by all available 
means, economy in use of Blue 
Cross contract—economy by doc- 
tors, by hospitals, and in demands 
by the public for service. 

Let us try to see how well these 
things are being done. 

Labor and management and 


community groups are expressing 
concern over hospital costs, and 
are representing themselves as 


speaking in the public interest. 


Public officials, sensitive to this, 
are also speaking and acting as 
“protectors of interest” in this re- 
gard. Hospital costs, therefore, 
have swerved from a private mat- 
ter to one of general public 
concern. 

Cost problems no longer involve 
only Blue Cross and hospitals or 
Blue Cross and employers. They 
have become a public economic 
and social issue. Blue Cross and 
hospitals must redouble their ef- 
forts to improve relations with 
the public, provide the broadest 
possible service to all in the com- 
munity at an absolute minimum 
cost to the patient at the time care 
is received. A system should be 
perfected for spreading costs over 
all component groups in the com- 
munity so that they are not bur- 
densome to any one segment. 

Putting the issue another way: 

Hospital costs have increased 
annually. 

The public has shown resistance 
to Blue Cross rate increases. 


More money is needed to pay in- 
creased hospital costs. 

Most groups do not want to turn | 
to the government for subsidy to 
get this money. 

Benefit patterns and eligibility 
provisions must be improved, 


_ therefore, to reach population 


groups now uncovered. 

A disquieting consideration in 
securing public acceptance for 
justifiable rates is the public hear- 
ing movement that is sweeping 
across the country. There have 
been numerous public hearings in 


' the East, some of which have been 


inflammatory in nature and detri- 
mental to Blue Cross and hospitals. 
Although we know that Blue 
Cross has always welcomed public 
examination, both the clamor for 


public hearings and their often 


unfavorable results indicate that 
Blue Cross has had inadequate 
group relations in the past—re- 
lations with newspapers, public 
officials, hospitals, unions, and 
management. A better job of in- 
terpreting Blue Cross and hospital 
costs to these groups in the past 
would have prevented many pres- 
ent problems. 


NEWSPAPER CONTEST 


Within an 11-mile radius of the Durham-Chapel Hill area of North 


Carolina, there are five hospitals—two teaching (Duke University 
Medical Center and the University of North Carolina Memorial 
Hospital), two community (Watts Hospital and Lincoln Hospital), and 
one proprietary hospital (McPherson). All had one public relations 
problem in common—a failure to adequately explain hospital costs 
to their mutual public. Realizing this shortcoming, the hospitals 
decided to join forces and do something about it. They enlisted 
the support of the North Carolina Hospital Association and last 
November launched a public relations contest on the hospital dollar. 

Labeled ‘The Hospital Dollar—What It Buys’, the contest 
featured publication of five articles on modern hospital care in the 
Durham Sun. The articles explained what the patient gets for his 
money and why hospitalization, costly though it is, remains a unique 
bargain. Specifically, the articles dealt with hospital personnel, 
scientific advances in patient care, hospital business, the role of 
hospitals in the community, and what the hospital patient gets for 
his money. Each article was accompanied by a photograph of one 
phase of the hospital operation from one of the five hospitals. 

At the conclusion of the article series, a questionnaire based on 
information contained in the articles was published in the news- 
paper. A committee of Durham and Chapel Hill hospital officials 
chose two winners from among the correct entries. 

Prizes were two hospital insurance policies for one year each, 
or cash equivalents in case the winners already had such policies 
or could not meet the age or health requirements for insurance. 


DRAMATIZES 
HOSPITAL COSTS STORY 


THE INCREASING number and broadening scope of 
educational programs sponsored by the hospital is 
one of the contributing factors that leads to higher 
hospital costs, readers of the Durham-Chapel Hill 

 @rea of North Carolina were told in the series of 
contest articles on hospital costs published in the 
Durham Sun. in this picture, used in the contest 
series, new mothers at Watts Hospital, Durham, re- 
ceive instruction on bathing their babies as part 
of the health education program for the new mothers. 
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Blue Cross is trying to do a job 
of explaining intricate relation- 
ships and cost factors at these 
public hearings without shifting 
the burden to hospitals. The public, 
however, has not been made to 
’ realize that its Blue Cross rates 
can never be stable unless progress 
-ceases and medical and hospital 
care become static. Accordingly, 
hospitals are put on the defensive 
and must work to turn the tables. 
A positive approach is now ur- 
gently needed. | 

It is obvious that the community 
as well as hospitals must be 
brought into closer partnership in 
policy making. Blue Cross is a 
sound concept and when represent- 
atives of the community are given 
an opportunity to understand the 
movement, its objectives, philoso- 
phy, and problems, they will ac- 
cept it as their agency. 


NATIONAL AND INDIVIDUAL COVERAGE 


It is apparent that Blue Cross 
is making splendid progress in 
regard to enrollment of nation- 
wide groups. Through the Blue 
Cross Association much is being 
accomplished. The need for a na- 


tional package still exists, how- 
ever, for government employees 


and many other wide-spread 
groups, There is reasonable hope 
that these will soon develop. We 
can hope, too, that there will be 
development in national semipri- 
vate comprehensive service con- 
tracts which will combat the 
inroads of the unsatisfactory 
packages being widely sold by 
private insurance companies. 
Blue Cross, however, has been 
slow to provide membership to 
individuals who lack satisfactory 
group affiliation. This includes the 
hundreds of thousands of self- 
employed, the huge number of 
workers in agriculture, the mil- 
lions in small employee groups, 


most of the aged, and certain 


classes of dependents living in the 
households of wage earners. The 
result of this delay in individual 


coverage has been commercial in- 


surance companies writing indi- 
vidual policies with inadequate 
benefits. A great deal of the money 
invested in such policies is spent 
for advertising, profits and com- 
missions. Each dollar so spent by 
an individual would have done 


twice as much good if Blue Cross 
had been available to him. 

It was not a basic part of the 
original Blue Cross concept to 
cover individuals. Nevertheless, 
failure to adjust to social trends 
and to meet the problem head-on 
by extending its principles will in 
time weaken Blue Cross prestige 
and effectiveness. Some plans have 
recognized this need for years. 
Only recently, however, has active 
consideration been given in a 
majority of areas. 


Failure to meet demands for full 
benefit coverage has also caused 
public reaction. In many areas, 
unions seeking satisfying fringe 
benefits have looked elsewhere 


when Blue Cross plans would not 


supply comprehensive _ benefits. 
This has been especially true in 
the western states. Some plans do 
not even provide full coverage on 
the service benefit basis as is fun- 
damental to the Blue Cross con- 
cept. Some plans have limitations 
that may result in the patient pay- 
ing nearly half of the bill. The 
Blue Cross Commission is working 


Prizes were provided by Hospital Care Association of Durham and 
Hospital Saving Association of Chapel Hill. 
In addition to answering the questionnaire, contestants were 


given an opportunity to ask questions concerning hospital costs and 
services. Approximately 150 questions were received; each query 
was answered by a personal letter from one of the five hospital 
administrators. The questions had no bearing on the judging of 
contest entries. 

The entire contest was planned and executed by the Durham- 
Chapel Hill Hospital Public Relations Council, composed of the five 
hospital administrators and their public relations directors; the public 
relations directors of the two North Carolina Blue Cross Plans; and 
the president, executive secretary, and chairman of the Council on 
Public Information, North Carolina Hospital Association. This group 
was responsible for preparing the five articles, the teasers, news 
releases and questionnaires which were presented to the editors 
of the Durham Sun as a package for publication ‘‘as is’’. 

Sample B. Forbus, president of the North Carolina Hospital Asso- 
ciation, summed up the effect of the contest this way: “We were 
overwhelmed by the tremendous response to the contest and grati- 
fied at the time given and interest shown in the problem of hospital 
costs. We are grateful to the Durham Sun for giving the hospitals 
of this area an opportunity to sell the hospital cost story and thereby 
create a better understanding of hospital costs.” DONALD J. JACOBS, 
chairman, Durham-Chapel Hill Hospital Public Relations Council and 
assistant director, Watts Hospital, Durham, North Carolina. e 
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FEW PERSONS realize that the surgeon is assisted 
by a team of professional and ancillary personnel 
and this assistance must be reflected in the operating 
room and anesthesia charges to the patient. This 
photograph, taken at North Carolina Memorial Hos- 
pital, Chapel Hill, is one of the pictures featured in 
the Durham, N.C., Hospital Dollar contest last fall. 
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with Blue Cross plans to help cor- 
rect such problems. 

A serious problem is that lag in 
realizing the necessity of providing 
diagnostic service on an outpatient 
basis, and of covering convalescent 
care in specialized hospitals. As a 
result, Blue Cross has paid for 
innumerable days of expensive in- 
patient care. In this respect, Blue 
Cross must catch up with the 
changing pattern of medical prac- 
tice. It should cover diagnostic and 
convalescent care by instituting, 
with hospitals’ cooperation neces- 
sary administrative controls. 

It is imperative, too, that hos- 
pitals and Blue Cross look closely 
at the growing problem of the 
aged. It costs more to care for the 
aged than for a younger group. 
The aged need care. Hospitals 
must be paid for such care. Many 
of the aged, however cannot pay 
enough to cover the costs of this 
care. Within the Blue Cross con- 
cept, provision must be made for 
coverage at age 65. | 

Blue Cross does have on its 
rolls more than 3.5 million persons 
over 65 years of age. But what of 
the others? Obviously Blue Cross 
has not yet completed the job of 
covering the aged or the problem 
would not exist. A solution to this 
grave social problem is exception- 
ally illusive. It is good to note, 
however, the recent Blue Cross 
efforts to convince management 
and labor that workers moving 
into retirement should have a 
special Blue Cross group. 


It is essential that Blue Cross 
be identified in the public mind 
as an integral part of the volun- 
tary hospital and health system. 
It should not be considered as an- 
other insurance company. To ac- 
complish this, the image of Blue 
Cross should be consistent 
throughout the United States— 
and this can only be achieved 
through greater uniformity of 
practice. Blue Cross should be able 
to assure an individual that he can 
maintain his protection throughout 
his life span without fear of an 
involuntary break in coverage. 

The Blue Cross image is weak- 
ened by varying from the original 


concepts, by introducing’ sub- 


scriber participation, per diem in- 
demnities, and experience rating 
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for groups. Of special concern is 
the fact that some Blue Cross 
plans have been tempted by ex- 
perience rating. This, in my opin- 
ion, is contrary to the principles 
of Blue Cross, and if popularly 
practiced will result in Blue Cross 
becoming just another insurance 
company. It will cause rates for 
nonrelated groups to increase to 
the point where Blue Cross will be 
priced out of the market—and 
government will be forced to step 
into the void thus created. The 
compromise of principle based on 
expediency leads to reduced stat- 
ure in every sense. 


The success of Blue Cross is 
dependent upon voluntary self- 
imposed discipline on the part of 
doctors and hospitals—and, less 
directly, the public. Unless this 
cooperation is obtained, faulty use 
of the service contract will force 
rates beyond the means of the 
average person, jeopardizing either 
the service contract concept or the 
voluntary nature of Blue Cross. 
An indemnity program or govern- 
ment subsidy would then be nec- 
essary, neither of which is in the 


‘public interest. Accordingly, it is 


incumbent on Blue Cross to secure 
the understanding—and self-disci- 
pline—of doctors and hospitals. 

In regard to hospitals, there is 
little doubt that Blue Cross has 
acted vigorously and wisely to 
secure such cooperation. It has, to 
a more than reasonable degree, 
succeeded. 

In regard to doctors the same 
cannot be said. I fear that the re- 
lationship with physicians has 
been approached too timidly. Ac- 
tually the physician is a key figure 
in the success or failure of the Blue 
Cross movement. His influence in 
health economics has grown great- 
ly. The doctor is the only party 
directly involved in Blue Cross 
whose participation is not defined 


by written agreement. This im- 


poses on him a need for self-dis- 
cipline in a degree more serious 
than that of any other participant. 
He makes decisions every day 
which affect the cost of health care. 
He decides when a patient should 
go to the hospital. He decides what 


services should be rendered. He 


decides how long a patient will 
stay. Considered in multiples of 


thousands of doctors and patients, 
we have a problem involving hun- - 
dreds of millions of dollars. 

A relationship relying on mutual 
understanding and recognition of 
common objectives does not grow 
spontaneously. It must be devel- 
oped. Hospitals and Blue Cross 
have been lax in defining the doc- 
tor’s place and seeking his coop- 
eration. Much work has been done 
on this relationship at the national 
level, but the breakdowns at state - 
and local levels are legion. The 
doctor must be made to feel like 
“part of the team.” Blue Cross and 
hospitals should proceed actively 
toward this objective, not only for 
the sake of doctors but for broader 
reasons as well. 

There is little doubt that the 
success of Blue Cross has been a 
substantial factor in influencing 


the federal government’s attitude 


regarding its need to provide hos- 
pital coverage. The fine job being 
done by Blue Cross and hospitals 
in “medicare” has saved the gov- 
ernment huge sums of money and 
has enabled Blue Cross to convince 
the government that it can really 
do the job. 

There is no doubt, however, 
that government studies indicate 
and awareness of the gaps in 
coverage discussed earlier. In the 
interest of self-preservation, the 
voluntary prepayment programs 
must take remedial action on a 
broad scale. 

CURRENT ECONOMICS 

It is interesting to speculate as 
to the probable impact of the re- 
cent “recession” upon Blue Cross. 
As unemployment rises, older and 
marginal workers are the first to 
be laid off. Such persons use three 
or four times as much hospital 
care as do the more able-bodied 


workman. They constitute the 


group least able to pay for care. 
Their relatives are often less able 
to help them with hospital bills as 
the work-week shortens. Already 
hospital accounts receivable are 
rising. 

Meanwhile collective bargaining 
is going on which affects hospital 
income. Patterns are set by man- 
agement and unions which estab- 
lish benefits in their industry and 
affect all others in the community. 
Unless Blue Cross educates man- 

(Continued on page 99) 
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PART TWO OF A TWO-PART ARTICLE 


PATIENT 


IV. UNANSWERED QUESTIONS 
ON PROGRESSIVE 
PATIENT CARE . 


ANY PEOPLE have looked at 

progressive patient care as 
a means of reducing the cost of 
hospitalization. The effect of pro- 
gressive patient care on hospital 
costs is perhaps the most frequent- 
ly asked question in group dis- 
cussion on the subject, and is cer- 
tainly the most hotly debated. 
Two recent magazine articles on 
the subject have been entitled: 
“Better Hospital Care for Less’’, 
and “You Can Get Well Cheaper’’. 
The question is not answered 
merely by comparing charges to 
patients on a self care unit with 
charges for care in a conventional 
hospital unit. If an answer to the 


question is really needed, studies — 


will need to be designed that will 
control as many of the numerous 
variables as possible. One of the 
most important and dilifficult to 
control is the variation in quality 


of care, since, in a reorganization ~ 


of services, there is usually an ef- 
fort to improve quality. It may be 
sufficient to recognize that pro- 


Jack C. Haldeman, M.D., M.P.H., is as- 
chief, Division 


. gistant surgeon general and 


of Hospital and Medical Facilities, Bureau 
of Medical Services, U. S. Public Health 
Service. Faye G. Abdellah, R.N., Ed.D., 
is project director, Nursing Research 
Studies on Facilities, Bureau of Medical 
Services, U. S. Public Health Service. 
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In the concluding part of a two- 
part article the authors discuss some 
of the often-asked questions about 


progressive patient care, such as the 


size of the units, costs, patient and 
family acceptance and relation to 
teaching hospitals. They also outline 
the considerations to be kept in mind 
in planning a progressive patient care 
program. 

In Part I, which appeared in the 
last issue of this Journal, the authors 
examined the principles of progres- 
sive patient care and explained the 
five elements of the concept as or- 
ganized in a general hospital. 


gressive patient care has an effect 
on costs, but that the overriding 


consideration is its potential for 


improving quality of care and for 
efficiency in the use of scarce per- 
sonnel. 

In considering the effect of this 
method of hospital organization 


on cost, it is necessary to define 


what aspect of cost we are talking 
about. Do we mean the total cost 
to the public for hospital services, 
or the total cost per patient day of 
operating a particular hospital, or 
the charges to the individual pa- 
tient for care on eh of the units 
of the hospital? IfTivspital services 
are extended into the home, en- 
abling patients to be sent home 
earlier from the hospital, what 
part of the cost of home care is 


a “hospital cost” for comparative 
purposes? 

The cost of providing services 
to critically ill patients in the in- 
tensive care unit of the general 
hospital will be greater than that 
for the care of the average patient 
in the hospital organized along 
traditional lines. True, the cost 
will be less than that which would 
have been required for around- 
the-clock private duty nursing 
services, but critically ill patients 
today do not routinely receive 
such services, and when they do, 
the cost of this service may not 
be reflected in the hospital cost 
account. 

The per diem cost to the patient 
in the self care unit will be less 
than that in the hospital organized 


- along traditional lines, but this 


potential saving may be offset by 
a longer patient stay. The latter 
should reduce the number of “‘par- 
tial cures’? and thus diminish the 
likelihood of readmission of dis- 
charged patients back into the 
hospital. Accomplishing this goal 
may reduce the cost of hospital 
care to the community, but will 
not reduce cost per patient day 
in the hospital. Indeed, if the ef- 
fect were sufficient to lower hos- 
pital occupancy, the cost per pa- 
tient day would be increased. | 

The per diem cost to the patient 
in a long-term care unit should 
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checklist for 

Setting up an. 
intensive 

| care unit 


1. Medical staff and board 
of trustees approve pro- 
posal to establish inten- 
sive care unit. 

es 2. Location of unit selected. 

3. Architectural require- 

ments and equipment needed approved by the board. 

Criteria and procedures for admission and transfer of 

patients established. 

Medical staff oriented to policies and procedures of unit. 

Nursing staff selected and oriented to unit. ee 

Inservice education provided for nurses for any new 

competencies required on this unit. 

Needed forms developed and approved. 

Professional nurse prepared to make daily classification 

of patients and recommend admission and discharge of 

patients to or from this unit to the attending physician. 

Dietitian has made provision to meet dietary needs of 

patients on an ‘‘on-call’ basis. 7 

Periodic evaluation of intensive care unit planned. 


checklist for 

setting up an 
intermediate 

care unit 


1. Medical staff and board 
of trustees approve pro- 
posal to establish in- 
termediate care unit. 


2. Location of unit selected. 
3. Criteria for admission 


4. 
5. 


and transfer of patients 
established. 

Medical staff oriented to policies and procedures of unit. 
Nursing staff selected and oriented to unit. 

Inservice education provided for nurses for any new 
competencies required on the unit. 

Dietitian uses aids to patient nutrition education. 


Red 
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also be less than the per diem 
cost in the general hospital unit. 
However, the country as a whole 
has an acute shortage of suitable 
facilities for the care of the long- 
term patient and many patients 
now housed in substandard nurs- 
ing home facilities, or even com- 
mitted to state mental institutions, 
could utilize such facilities if they 
were available. Although the qual- 
ity of the services that would be 
provided these patients would be 
improved, the over-all costs for 
their care would be increased. 

There is sufficient evidence al- 
ready at hand to show that a 
comprehensive home care program 
can reduce the hospitalization 
costs for selected patients. How- 
ever, the total costs for the pro- 
vision of the care may not be 
reduced, since the home care is 
usually extended over a much 
longer period of time than is hos- 
pitalization. 

Caring for the mentally ill in 
the community will certainly re- 
duce costs of hospitalization in 
large state mental institutions, but 
this saving must be considered in 
the light of the increased costs in 
the community hospital, its out- 
patient department, and the home 
care programs accompanying the 
return of such patients to the 
community. 


HOSPITAL CHARGES 


Should progressive patient care 
hospitals charge patients different 
rates on each unit, related to ac- 
tual cost? Or should the charge 
be based on the average for the 
entire hospital? The former prin- 
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ciple is more equitable in relating 


charges to services actually ren- 


dered, while the latter principle 
would tend to “spread the risk” of 
cost of illness. Where a large por- 
tion of the population of a com- 
munity is covered by insurance it 
would make little difference to the 
individual patient, provided the 
range of charges did not exceed 
the insurance allowances. In prac- 
tice, the local variations in Blue 
Cross and other insurance cover- 
age may have an important influ- 
ence on how hospitals set their 
charges. Insurance practices may 
also affect the willingness of hos- 
pitals to establish long-term care 
and self care units. Special atten- 
tion must be given to hospital cost 
accounting if charges on each unit 
are to be based on actual cost of 
the unit. 

It is evident that there is cur- 
rently insufficient evidence avail- 
able to answer these questions on 
costs and charges. As a first step, 
the Public Health Service is spon- 
soring a study of methodology of 
cost accounting for progressive 
patient care. 


The per diem cost of a unit of 
a hospital, like the per diem cost 
of the entire hospital, is increased 
by low occupancy. This fact is of 
particular concern with respect to 
the intensive care unit because of 
the high ratio of staff to patients. 
How can the unit be organized, and 
transfer to and from the unit be 
controlled, so as to avoid costly 
fluctuation in occupancy? Part of 
the answer is to incorporate in 


the intensive care unit a “flexible 
zone” as indicated in Section III 
in Part I of this article. How large 
should this zone be in relation to 
the size of the unit? How should 
it relate to the intermediate care 
unit? How wide are the fluctua- 
tions in load on an intensive care 
unit and to what extent can the 
fluctuations be controlled? Some 
may be seasonal, others related 
to such factors as scheduling of 
elective surgery. Study of this 
problem is being pursued current- 
ly by the Public Health Service. 


SIZE OF HOSPITAL 


Sixty-five per cent of commu- 
nity hospitals in the United States 
have fewer than 100 beds, and 
these hospitals comprise 24 per 
cent of general hospital beds. What 
is the minimum size hospital in 


- which progressive patient care is 


practicable? Further study and 
experience are needed to answer 
this question. For example, prac- 
tical considerations suggest that 
four to six beds is about the min- 
imum feasible for an intensive care 
unit, but the size of hospital that 
will average four to six intensive 
care patients will vary with the 
characteristics of the patient load, 
amount and type of surgery, etc. 
On the other hand; many commu- 
nities are so lacking in adequate 
long-term care facilities that even 
a very small community hospital 
could utilize a long-term care unit, 
provided its construction and op- 
eration could be financed. 

From one point of view the op- 
timum size for each type of pro- 
gressive patient care unit is re- 


for up self cave unit 


lated to the organization of nursing 
teams which can best provide care 
and to the physical arrangements. 
The six-bed unit for intensive 
care has been mentioned above, 
but more knowledge is needed on 
load variations and the “flexible 
zone.” The intermediate care unit 
may be very similar in size to the 
conventional general unit, if both 
the critically ill and the self-suffi- 
cient patients are cared for else- 
where. The self care unit, which 
requires minimum staffing, prob- 
ably needs at least 12 patients to 
utilize the minimum staff effec- 
tively and would probably be more 
economical at 16 to 20 beds. But 
even with fewer than 12 patients, 
services can be organized within 
an intermediate or traditional unit 
in such a manner as to meet the 
needs of self-sufficient patients 
economically. The long-term care 
unit may have quite a variety of 
patients with respect to their care 
needs, and its staffing will depend 
on the balance between minimal 
and maximal care patients. 

From another point of view the 
size of the various units is depend- 
ent on the number of patients who 
qualify for each unit at a given 
time. This will depend on the 
characteristics of the hospital’s 
patient population and on the cri- 
teria used for placement of pa- 
tients on the various units. Stud- 
ies are in progress to attempt to 
relate bed needs on each unit to 
the hospital’s pattern of patient 
load. 

In practical operation, the at- 
tending physician must take the 
responsibility for deciding which 


. Location of unit selected. 


. Architectural requirements and equipment needed approved by the board. 


5. Medical staff oriented to policies and procedures and therapeutic value of unit. 
. Nursing staff selected and oriented to unit. 


1 
2 
3 
4. Criteria for admission and transfer of patients established. 
5 
7 


. Inservice education provided for nurses for any new competencies required. Stress placed on skills in human re- 
lations, communication, teaching, and use of community health resources. 

8. Dietitian uses aids to patient nutrition education. Stress placed upon self participation and selection of diet. 
— care planned by liaison committee. 


JUNE 1, 1959, VOL. 33 


43 


3 
poe 
Wo 
¢ 
Pic 
4 
| 


unit each patient belongs on at a 
given time. However, unless the 
decisions are based on defined cri- 
teria which are applied with a fair 
degree of consistency, the units 
will not serve their respective pur- 
poses. Criteria can differ in differ- 
ent hospitals, so long as the fa- 
cilities and staffing of a given unit 
are related realistically to the care 
required by the patients assigned 
to that unit. : 


MEDICAL STAPF ACCEPTANCE 


What is required to assure that 
the medical staff of a hospital will 
accept the new concepts and reor- 
ganization involved in progressive 
patient care? 


PATIENT ACCEPTANCE 


How readily do patients and 
their families accept such features 
as the lack of privacy on intensive 
care, the transfer from one loca- 
tion to another, from one group 
of nursing staff to another, and 
the varying charges in different 
units? Will such factors affect hos- 
pital utilization or patient recov-. 
ery? Observations and interviews 
with patients on intensive care 
units suggest that patient accept- 
ance is good, but answers based 
on more definitive studies would 
be reassuring to physicians, ad- 
ministrators and hospital boards. 


§$pecial problems may be an- 
ticipated in applying the progres- 
sive patient care concept to a 
hospital where teaching medical 
students and house staff is of major 
importance. Since teaching is gen- 
erally organized by clinical spe- 
cialty, assignment of patients by 
severity of illness rather than by 
diagnosis may be inconvenient. A 
similar problem is presented by 
the hospital with a full time sal- 
aried staff where the chief of each 
clinical service may want all pa- 
tients on his service to be located 
in one area. In the very large hos- 
pital, separate intensive and other 
units might be established for each 
major service. What about the 
teaching of student nurses? How 
should present clinical assignments 
be altered? How can nurses best 
be prepared to function effectively 
on progressive patient care units? 

Our study of a number of hos- 
pitals with intensive care units 
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shows that a wide variation cur- 
rently exists in staffing patterns. 
If we are to apply the principle 
of providing services tailored to 
the needs of each group of pa- 
tients, the kind of skills needed 
and the numerical requirements 
for personnel with these skills 
must be determined. For the im- 
mediate future estimates will have 
to be made empirically, but more 
basic studies are needed of patient 
care services, including nursing, 
to determine how much and what 
kind of staff each unit requires and 
to find ways in which continuity 
of patient care can be safeguarded. 
Exploratory studies by the Public 
Health Service in this area are 
under way. 


LAYOUT AND EQUIPMENT: DESIGN 


Design of physical layout and 
equipment in relation to progres- 
sive patient care cannot proceed 
ahead of determination of the 
functions to be carried out on each 
unit. On the other hand, experi- 
ence with progressive patient care 
in favorable physical facilities is 
needed. Study of architectural and 
equipment requirements to meet 
the kind of progressive patient 
care program envisioned by our 
current tentative thinking has led 
to the suggestions in the document 
entitled, “Elements of Progressive 
Patient Care,” which is currently 
in press. 


V. ESTABLISHING A 
PROGRESSIVE PATIENT 
CARE PROGRAM 


It is evident from the previous 
discussion that introduction of 
progressive patient care into a 
hospital is not something to be 
undertaken lightly or with the 
expectation that is can be done 
overnight. A successful program 
involves conceptual and procedural 
changes, with impact on the pro- 
fessional, administrative and an- 
cillary staff. Modifications in the 
physical layout of the hospital will 
be required. The attitudes of pa- 
tients and their families, always 
of concern to hospitals, must be 
considered. Any proposal to intro- 
duce one or more of the elements 
of progressive patient care into a 
hospital, therefore, requires care- 
ful study and consideration by the 
medical staff and the board of 
trustees or other governing body. 


The joint conference committee 
may be a useful means of focusing. 
consideration of the proposal. — 
The trustee, administrator, or 
physician interested in starting a 
progressive patient care program 
at his hospital will do well to 
study available literature carefully 
and before proceeding further, to 
involve key persons of other dis- 
ciplines who can form a nucleus 
for exploration of feasibility and 
for initial planning. Key members 


of the board of trustees, the medi- 


cal and nursing staff, as well as 
the hospital administrator, must 
be convinced of the desirability 
and feasibility of progressive pa- 
tient care if planning is to pro- 
ceed smoothly and result in a suc- 
cessful program. 

As planning develops, one or 
more committees may be desir- 
able, with broader representation 
than the joint conference commit- 
tee. An over-all liaison committee 
which might be organized around 
the committee for the improve- 
ment of patient care, and possibly 
a special committee concerned 
with each progressive patient care 
element may be considered. The 
committees should include on their 
membership representatives of all 
key groups concerned with ad- 
ministration and service. For ex- 
ample, a committee on intensive 
care might include a trustee, the 
hospital administrator, an intern- 
ist, surgeon and perhaps other 
specialists, the director of nurses, 
and admitting officer, and others. 
The long-term care and self care 
committees might well include a 
social worker and dietitian in ad- 
dition to representatives of the 
medical, nursing, and administra- 
tive staffs. 3 

In the usual hospital organiza- 
tion, major policy decisions will, 
of course, be made by the board 


of trustees, and the administrator 


will be responsible for implement- 
ing their policies. Appropriate 
committees will, however, provide 
a mechanism for developing care- 
fully considered recommendations 
and for detecting and solving 
problems, if possible before they 
arise. 


SPECIFIC UNITS 


In planning specific units, the 
scope of activity of each unit must 
first be determined. There is much 
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to be said for initiating the pro- 


gram in existing space to gain ex- 
perience in operation before try- 
ing to plan architectural changes. 
The hospital may wish to initiate 
the units one at a time, although 
the values of each unit are en- 
hanced by availability of the other 
units. Deciding upon the types of 
illness, degree of severity, and 
services to be made available in a 
unit is the first step, since these will 
have an important bearing on the 
physical changes needed, as well 
as on the staffing required. 

The architectural and equipment 
planning for each unit will depend 
on the scope of services and size 
of the unit, and on whether the 
space is to be adapted from an 
existing building or designed as a 
new structure. Although better 
services can be furnished in space 
especially designed for the pur- 
pose, there may be advantage in 


initiating the program in existing 
space with only minimum struc- 
tural modifications, until sufficient 
experience is gained to crystallize 
the hospital staff’s thinking on the 


best program for the _ hospital. 


New construction can then be 
planned in relation to a program 
which is in actual operation. 


CLASSIFICATION OF PATIENTS 
The most important single dif- 


ference between progressive pa- 
tient care and traditional hospital 


organization is that each patient 
is assigned to the unit which can 
best serve his needs at the time, 
rather than to the unit which fits 
his diagnosis and economic status. 
Therefore, it is essential to es- 
tablish criteria for admission to 
each unit. These must be under- 
stood by the members of the med- 
ical staff, who have the ultimate 
responsibility for requesting ad- 


mission to and transfer between 
units. Nursing staff must also be 
familiar with the criteria since the 
nurse plays an important role in 
advising the physician regarding 
the condition of his patient. 

It is considered desirable to 
adopt a regular procedure for daily 
classification of each patient ac- 
cording to his needs for service 
in relation to the criteria for the 
various units. Such a classification 
can be made by the head nurse 
or team leader based on the phy- 
sician’s orders and her own obser- 
vation of the patient, or by the 
physician and nurse jointly. This 
procedure will bring to the phy- 
sician’s attention any patients who 
are candidates for discharge or 
transfer to another unit. 

In the absence of a formal clas- 
sification procedure it is essential 
that each member of the medical 
staff be alert to the need for daily 


HOSPITAL-CONNECTED 
NURSING HOMES: 


how they are 
administered 


Nursing homes operated in conjuction with hospitals 
are generally closely connected with the affiliated hos- 
pital, both administratively and physically. This was one 
of the indications from a sampling of 36 hospitals and 
nursing homes throughout the United States made by 
James N. Sudduth, administrator of Chilton County Hos- 
pital and Nursing Home, Clanton, Ala. 


In most instances, the nursing homes and hospitals 


were physically joined, with only 2 out of the 36 being 
operated separately. Supplies necessary for operating 
the home were supplied by the hospital in all but two 
cases. Nursing home patients frequently used the hos- 
pital’s medical facilities in 55 per cent of the institutions 
surveyed. Nursing procedures of the hospital were ap- 
plied equally in the nursing homes in 78 per cent of the 
cases. Standard hospital charts were used in 38 per 
cent of the institutions for nursing home patients as well 
as hospital patients. 

As far as administrative and other staff members 
are concerned, 35 of the 36 nursing homes have the 
same administrator and governing board as the related 
hospital. In 83 per cent of the cases, the medical staff 
supported the nursing home as well as they did the 
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hospital. In 78 per cent of the homes, hospital nurses 
(R.N.‘s) had “routine’’ responsibilities. In only one-third 
of the nursing homes, however, were registered nurses 
needed constantly. Forty-two per cent of the institutions 
completing the questionnaire reported that their employees 
as a whole preferred to work in the hospital rather than 
in the nursing home. Many said that their employees 
expressed no choice. 

- The direct cost of operating the nursing home was, 
in most cases, defrayed to some extent by agencies 
other than the patient. At the lower extreme, only one- | 
third of the homes received no outside aid; at the upper 
extreme, approximately another third received from 51 
to 75 per cent of their operating costs from outside aid. 
For only 58 per cent of the nursing homes, cost figures 
separate from those of the operation of the hospital 
were kept. These revealed that in approximately half 
the cases, there was an appreciable difference in the 
cost of operating the hospital and home. 

The ability of patients to pay for care varied con- 
siderably: 16 per cent of the patients were not paying 
for any of the costs of their care; 38 per cent paid for 
less than a fourth of the cost; and 19 per cent paid for 
their total care costs. Only 11 per cent of the patients 
were covered by prepayment plans. Rates were generally 
charged on a monthly basis. A few homes also reported 
taking patients on a daily and weekly basis. Patients in 
nursing homes surveyed ranged in age from under 55 
to over 75—with 75 per cent of them being over 66 and 
38 per cent, over 75. | 
—This material is adapted from a report of the survey 
which appeared in the December 1958 issue of Hospital 
Notes, a publication of the division of hospital services, 
Georgia Department of Public Health. * 
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consideration of the needs of his 
patients in relation to the unit on 
which each is located. Patients 
must be transferred promptly to 
the appropriate unit as their con- 
dition and need for care change, 
if the program is to operate effec- 
tively. 


Since the key to progressive pa- 
tient care is service on each unit 
to fit the needs of the patients 
assigned there, it is essential that 
staff for each unit be carefully 
selected and given any special 
training which may be necessary. 
The fact that requirements on the 
several units differ provides an 
opportunity to utilize differing 
preferences and abilities among 
nursing staff. For example, a nurse 
who likes technical procedures and 
is not flustered by the pressure 


of emergencies would serve well 


on the intensive care unit, while 
the nurse with demonstrated abil- 
ity in health teaching and reha- 


bilitation skills would be more ef- | 


fective on the other units. 

Once assignments are decided 
upon, it is desirable to provide 
inservice training programs for 
nursing staff both to orient them 
fully to the principles of progres- 
sive patient care and to familiar- 
ize them with any special proce- 
dures on the unit to which each is 
assigned. 


Patients may be admitted to a 
progressive patient care unit in 
either of two ways. If the patient 
is an emergency, the attending 
physician calls the intensive care 


unit directly. The head nurse on > 


this unit has authority to accept 
the patient for admission and to 
proceed to make necessary ar- 
rangements for care of the patient 
on arrival. It is the responsibility 
of the head nurse on the intensive 
care unit to notify the admitting 
office of an emergency admission. 

When a patient is not an emer- 
gency, the attending physician 
makes arrangements with the ad- 
mitting office to admit the patient. 
The physician makes the initial 
classification of the patient and 
designates to the admitting officer 
which progressive patient care 
unit the patient should be ad- 


mitted to. \ 
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The physical movement of pa- 
tients between progressive patient 
care units imposes a new set of 
responsibilities on those concerned 
with admissions and discharges. 
Movement of patients also in- 
volves moving their possessions 
and communicating quickly the 


details of transfer to a central 


control point. Special procedures 
may need to be developed to no- 
tify the laboratory, x-ray, dietary 
department, and other service 
units regarding patient transfer, 
if delays in laboratory reports, 
handling special diets and other 
problems are to be minimized. 
Special attention needs to be given 
to maintaining continuity of pa- 
tient care services between units. 


It may also be necessary to de- 
velop special accounting proce- 
dures to enable the business office 
to establish costs per patient day 
for the several progressive patient 
care units. These established costs 
would serve as a basis for equitable 
per diem charges to patients and 
third party payment organizations. 


Progressive patient care requires 
some modification of the medical 
records. For example, the death 
register may need revision to show 
the unit on which the death oc- 
curred, and a form may be re- 
quired to show transfers between 
units and the reasons for transfer. 
This will enable analysis of dis- 


charges by numbers of transfers 


and days of service per unit, as 
well as the usual diagnostic and 
other data. The medical records 
committee should become actively 
involved in the initial phases of 
developing the program. 


DIETARY DEPARTMENT 


A progressive patient care pro- 
gram will require flexibility in the 
dietary operations, but it also pro- 
vides an opportunity for improved 
nutritional service aimed at teach- 
ing the patient good dietary prac- 
tices before he leaves the hospital. 
Such opportunities exist on the 
intermediate care unit, but are 
most apparent on self care. To 
utilize fully the potential of the 
cafeteria in patient education re- 
quires considerable staff time dur- 
ing patient meal hours. For pa- 


tients requiring careful dietary 
management, however, such as 
those with diabetes or peptic ul- 
cer, the effort may pay dividends 
in reducing illness at home and 
readmissions to the hospital. Good 
dietary management and commu- 
nal dining facilities on the long- 
term care unit can also contribute 
to the patient’s progress in reha- 
bilitation. 


SUMMARY 


Progressive patient care groups 
together patients with similar 
medical and nursing needs, and 
organizes medical, nursing and re- 
lated services to meet the needs 
of each patient group. In its broad 
concept, it goes beyond the hos- 
pital walls, incorporating organ- 
ized home care and other ambula- 
tory services. It envisions the 
community general hospital as the 
focal point for care of patients 
with a wide range of needs, short- 
term and long-term, bedfast and 
ambulatory. 

Interest in progressive patient 
care has been enhanced by the 
dilemma in which hospitals find 
themselves because of continuing 
increases in the extent and com- 
plexity of patient care require- 
ments, the scarcity of qualified 
personnel, and the constantly in- 
creasing costs of hospital opera- 
tion. A critical look at the methods 
of organizing hospital services and 
the balance between inpatient, 
ambulatory and long-term fa- 
cility care is needed. j 

As applied to the community 
general hospital, the concept en- 
visions five distinct units: inten- 
sive, intermediate, self, and long- 
term care within the hospital, and 
organized home care which. uti- 
lizes certain hospital services, al- 


though it may or may not be ad-. 


ministered by the hospital. 

Many questions about applica- 
tion of the concept remain unan- 
swered. Some of them are under 


active study. Of special interest 


is the effect of progressive patient 
care on costs of services. 

A hospital contemplating estab- 
lishment of one or more progres- 
sive patient care units should give 
the matter careful study. The gov- 


_erning body, medical, administra- 
tive, and other key staff need to 


consider jointly the many factors 
involved. 
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| 
STAFF SELECTION AND TRAINING 
COSTS AND CHARGES 
— 
= 


LIABILITY OF 


GOVERNMENTAL HOSPITALS 


FOR NEGLIGENCE 


HE KING can do no wrong!”’ 
4. This is the legal maxim which 
prevailed under English common 
law. The American common law 
adopted the principle of sovereign 
immunity, investing the state and 
federal governments with the royal 
privileges. Hence, state and federal 
governmental units have generally 
enjoyed a freedom from suits based 
upon negligence. 
_ By statute, the sovereign im- 
munity has been diminished in 
many instances, thus allowing cer- 
tain kinds of suits against govern- 
mental agencies. Such action, of 
itself, does not necessarily make 
for liability unless the courts in- 
terpret these statutes, or other 
laws of the jurisdiction, as allow- 
ing governmental subdivisions to 
be liable for the negligence of their 
employees or agents. 

The federal government hospi- 
tals remained immune from liabil- 
ity until the Federal Tort Claims 
Act waived the sovereign protec- 
tion. Similarly, hospitals operated 
by states have retained their cloak 
of immunity unless the common 
law rule has been abrogated by 
statute. 

Counties and municipalities do 
not fit so clearly into the tradi- 
tional concepts of sovereign im- 
munity. Most courts, however, 
have considered counties and cities 
to be instrumentalities created by 
‘the state legislatures and entitled 

This material was prepared by the Joint 
Committee on Professional Liability of the 
American Medical Association and the 
American Hospital Association. It also ap- 


pears in the May 30 issue of the Journal 
of the American Medical Association. 
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to the benefits of the immunity of 
the parent body. This does not 
mean that city and county hospi- 
tals automatically enjoy the im- 
munity which might apply, for ex- 
ample, to a fire department. In fact, 
some courts have distinguished the 
functions of a governmental unit 
created by a state and have de- 
termined that certain activities are 
governmental in nature, that is, 
are required for performance of 
the government’s purposes, while 
other activities are proprietary, 
i.e., Similar to or competitive with 
private business. 

Whether operation of a hospital 
by a city or county is a govern- 
mental or a proprietary activity 
determines, in many jurisdictions, 
whether the hospital will enjoy 


- immunity from liability for neg- 


ligence, It is more of a legal con- 
clusion than a factual finding, how- 
ever, since the same activity may 
be considered governmental in one 
state and proprietary in another. 
This distinction constitutes the ba- 
sis for the prevailing theory. There 


are numerous additional or sub- 


ordinate theses, however. For in- 

stance: 

@ In a few states the courts have 
concluded that if voluntary 
nonprofit hospitals enjoy chari- 
table immunity, the govern- 
mental hospitals should also be 
immune from liability. 

@® If a statute permits a govern- 
mental unit to operate a hos- 
pital but does not make this 
activity a mandatory one, a 
number of courts have held 


that the hospital, nevertheless, 
is clothed with sovereign im- 
munity. 

@® A few cases indicate that a 
county, as distinguished from a 
municipal corporation, is clear- 
ly performing a governmental 
function when it operates a 
hospital, and thus deserves to 
be free from liability. 

@ Some courts have felt so strong- 
ly about governmental im- 
munity that they have sup- 
ported it even upon a showing 
of gross negligence or wanton 
disregard for the safety of 
others. 

@® Although the incorporation 
statute or its charter may allow 
a governmental unit to sue and 
be sued, courts have often held 
that this does not affect the im- 
munity from liability for neg- 
ligence enjoyed by governmen- 
tal hospitals; the suit must be 
for some reason other than 
negligence, unless such immun- 
ity has been specifically waived. 

@ If the corporate charter, or 
other legislative action by 
which the governmental hos- 
pital was authorized, enumer- 
ates the powers granted, and 
the injury complained of re- 
sulted from an activity not 
specifically authorized, most 
courts have held that the hos- 
pital continues to be immune; 
an act outside the apparent 
scope of authority does not 
customarily threaten liability 
for a governmental hospital. 

@ Even if a governmental hospital 
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acquires liability insurance as 
a precautionary measure, its 
immunity should not be af- 
fected, some courts hold. 

In a number of states govern- 
mental hospitals have been held 
liable. The rationale of the courts 
has included these views: 

@ If it is not mandatory for the 
governmental unit to operate a 
hospital, such activity is not 
considered governmental but 
rather is proprietary and gov- 
ernmental immunity is not ap- 
plicable. 


@ Receiving paying patients is in- 
consistent with a governmental 
function, hence there should be 
liability at least insofar as pay- 
ing patients are concerned. 

@ If voluntary nonprofit hospitals 
are liable in the state, govern- 
mental hospitals should be in 
no different position. 

@ If the hospital has purchased 
liability insurance, immunity is 
waived at least to the extent of 
insurance coverage. 

In the realm of voluntary non- 
governmental hospitals, there is an 


unmistakable trend away from im- 
munity and towards liability. 
Many states, through court deci- 
sions, have switched in the past 
few years. The courts in these 
states have decried charitable im- 
munity as an anachronism out of 
step with contemporary concepts 
of justice. To a lesser extent, the 
courts have also been saying that 
governmental immunity in the 
hospital field is a harsh doctrine 
and should be set aside since the 
reasons for this rule also no longer 
exist; now that government is en- 


HOW COLLAPSIBLE 


HE NATURE of geriatric patient 

care indicates the use of bed- 
rails fairly often for patient re- 
straint or support. Eighteen months 
ago the question of whether or 
not to permanently affix a set of 
rails on each patient’s bed was 
taken under consideration at Jew- 
ish Memorial Hospital, Roxbury, 
Mass. 

We had been confronted by the 
common bedrail problems—the pa- 
tient without bedrails falling out 
of bed; the patient with bedrails 
climbing out of bed anyway; and 
the problems of patients’ accept- 
ance of the use of these restraints 
and of family acceptance of their 
use. The average age of patients 
at Jewish Memorial Hospital is 
well over 60; the debilitation of 
the patients magnified these prob- 
lems geometrically. We had found 
that the families objected violent- 
ly during the first 48 hours after 
bedrails were placed on the side 
of a patient’s bed. These objec- 
tions were heard no matter how 
hard the nurse or the social work- 
er tried to explain that the rails 
were for the patient’s protection. 
We had also found that patients 
who did not need bedrails during 
the day became confused at night, 
wandered out of bed and fell. If 
the nocturnally confused patient 
needed restraint immediately, the 
nurse had to fumble around in the 


dark with a set of somewhat 
clumsy rails. 

When we first experimented 
with a permanently attached type 
collapsible bedrail, we found that 


_ virtually all our patients needed 
only the presence of a bedrail to 


keep them quietly in bed; they 
did not consider the rail as a re- 
straint as such. At first, we thought 
that the gap between the bottom 
of the rail and the foot of the bed 
might be somewhat of a hazard, 
but then we realized that the pa- 
tient who willfully tries to climb 
out of bed is going to do it no 
matter what type of rail is in- 
stalled and that this gap gives the 


BEDRAILS HELPED 


patient the opportunity of going 
to the floor “feet first’’. : 
After all the above considera- 


tions were weighed, the decision 


was made to install collapsible 
rails on all of our beds, making 
siderails a standard part of each 
hospital bed. This decision was 
reached primarily because we felt 
that it would be much easier to 
present patients and families with 
the hospital bed with siderails as 
the normal routine rather than as 
a necessity after some deteriora- 
tion in the patient’s condition. 
The results obtained were much 
as desired. Families do accept these 
rails. They now see bedrails as a 
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gaged in so many ventures which 
have not been included in its tra- 
ditional functions, liability would 
be more appropriate. 

The courts have not been in a 
position to reverse the immunity 
holdings relative to governmental 
hospitals as readily as with vol- 
untary institutions, however. It is 
generally recognized that legisla- 
tive action is necessary to remove 
governmental immunity once the 
immunity has been established. 
‘This has been done in New York 
State via the Court of Claims Act, 


by the Federal Tort Claims Act 


for United States hospitals, and 


through interpretation of the Hos- 
pital Authority Act in Georgia. 
There is a trend towards liability 
in governmental hospitals. Some 
recent court decisions in states 
which have considered the ques- 
tion for the first time indicate this, 
and further legislative action may 
be expected in other states. In- 
surance coverage to protect against 
this liability is generally available 
both for the hospital and for its 
employees (who, in any case, 


might be personally liable even if 
the hospital enjoys immunity). 


CHART SHOWING TORT LIABILITY OF 
GOVERNMENTAL HOSPITALS TO PATIENTS 
(Unless ee upon, it may be as- 


sumed that state owned institutions are 
immune from tort “Tiability.) 


ALABAMA 


A public mg corporation, such as a 
county hospi authorized by statute, 
— a governmental function and is 
mmune from liability to indigent or pay- 
ing patients. Garrett v. Escambia County 
Hospital Bd., 94 So. 2d 762 (Ala., 1957). 


ALASKA 


Political subdivisions are liable for the 
negligence of their servants in operating 
hospitals to the same extent as 
individuals, Tuengel v. Sitka, 118 F. Supp. 
399 (D.C., Alaska, 1954), and possibly the 
state is liable as well under a 


SOLVE A NURSING PROBLEM 


COLLAPSIBLE, permanently 
affixed bedrail can be 
quickly lowered for admin- 
istration of nursing care and 
as quickly raised to provide 
continuous protection for pa- 
tients. 
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safety factor rather than as a sign 
of mental degeneration. Patients 
have no qualms about rails being 
raised or lowered, and the nurs- 
ing staff is much happier about 
having siderails easily available 
on each bed without an installa- 
tion process. After a year’s ex- 
perience with the full complement 
of beds equipped this way, we 
can truly say that it is impossible 
for us to conceive of any easier 
operation. An unanticipated benefit 
with this new type of bedrail has. 
been a much better job of floor 
maintenance under beds. Since 
nothing ever extends below the 
level of the spring, housekeeping 
department workers have free ac- 
cess and a clear view at all times.® 
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statute. Alaska Co My Laws. Ann. §§ 56- 
7-1, 56-7-7 (Supp. 1 

ARIZONA 
A county hospital is pomeee in a govern- 
mental function and is immune from neg- 
liabilit wer v. Dunklee, 326 P. 


(Ariz., 
ARKANSAS 
No cases reported. 
CALIFORNIA 


County hospitals are #nmmune from liabili- 
ty for “malpractice” injuries arising out 
of their operation, Calkins v. Newton, 36 
Cal. App 262, 97 P. 2d 523 (1940); “Dis- 
trict ospitals” are likewise 
liability, even to paying a. Talle 

Northern San o County H 
trict, 41 Cal. 257 P. 2d (1953). 
There is Siability, however for dangerous 
or defective condition of county hosn't:: 
property, Burns v. American Casualty Co., 
127 Cal. App 2d 198, 273 P. 2d 605 (1954): 


and probably liability to pa patients 
in municipal Bea v. ty and 
County of San Francisco, 79 Cal. App. 2d 
753, 180 P. 2d 744 (1947 

COLORADO 


City and county in 

governmental activities and us im- 

mune from tort ge Schwalb v. Con- 

nely, 116 Colo. 195, 179 P. 2d 667 (1947). 
CONNECTICUT 


No cases reported. 

DELAWARE 
No cases reported, but sovere immunity 
is waived, ng statute, if liability insurance 
exists. Del. e Ann. Title 18 rd 516 (Supp. 


1958) . 
DISTRICT OF COLUMBIA 
within th owned hospitals would be liable 
of the Federal Tort 
Claims See discussion under “Fed- 
eral” Hosp ital owned by the District re- 
tain tort Calomeris v 
125 F. Supp. 266 “D 


FLORIDA 


A city is liable for negligent injuries re- 
ee ay a patient. Goff v. Ft. Lauderdale, 
65 So 1 (Fla., 1953). County hospita! is 
liable also. Bourgeois v. Dade County, 99 
So. 2d 575 (Fila., 1957). 

GEORGIA 
A hospital organized under the Hospital 
Authority Act is liable for its torts. Hall 
Hospital Authority of F County, 
99 S.E. 2d 708 (Ga. App., 195 

HAWAII 


No reported cases. Federal hospitals would 
be liable within the provisions of the 
Federal Tort Claims Act. See discussion 
under “Federal 


IDAHO 
Where a county is required by law to pro- 
vide hospital care only for the indigent, 
there is liability to paying patients in a 
county — ital. Henderson v. Twin Falls 
Also, by st idaho 124, 50 P. 2d 597 (1935). 
y statute, state hospitals are liable 
to the extent of their insurance coverage. 
Id. Code §§ 41-3304, 3305 (Supp. 1957). 
ILLINOIS 
A government-owned hospital is devoted 
to public purposes and is immune from 
liability in absence of statutory provision 
to the contrary. Olander v. Johnson, 
Ill. App. 89 (1930). A city-owned hospital 
is also immune either as a charity or be- 
cause it promotes the public welfare under 
the ex Tollefson v. 
Ottawa, 228 823 (1907). 
A city hospital performs a governmental 
function and is immune from tort liabili 
Scott v. aa 75 Ind. App. , 
130 N.E. 658 (1921). 


A county hospital is a gree func- 
tion, at least insofar as patients 


are concerned; paying 
tients. Wittmer v. 
1 (Iowa, 1957). 


Activities of a city hospital are proprietary 
and give rise to liability to a ying Pn, 
tient. Stolp v. Arkansas City, 4 Kan. 
303 P. 2d 123 (1956). 
KENTUCKY 
A ci hospital performs a governmental 
function and is immune from liability for 
negligence. Van Pelt v. Louisville Ky. 
256, 77 S.W. 2d 942 (1934). A ‘Board of 
Claims hears claims against the state for 
ae ponies — and may pay up to $10,000. 
. Ann. § 44.070 (Supp. 1958). 
LOUISIANA 


Operation of a hospital by a governmental 


unit is a gga activity and im- 
mune from tort liability. essina v. 
Societe Francaise De Bienfaissance, 170 So. 
801 (La. App., 1936). If “4 governmental 
hospital is covered by liability insurance, 
the insurer possibly may be liable to the 
amount of insurance. 
MAINE 

A hospital operated under legislative au- 
thority generally is immune, except for 


liability | tients. Anderson v. 

Portland, “isd Sak A. 572 (1931). 

ernmen os 

App., 1952). Whether a governmental Soo 

= if insured, is subject to tort liability 
the extent of its coverage has not vet 

been Ann. C of Md.., 

48A, § 85 (1957). 3 

MASSACHUSETTS 
A city hospital is gy from tort lia- 
bility even if there has 


been gross negli- 
gence. v. Worcester, Mass 
149 N.E. 204 (1925). 


MICHIGAN 
City hospitals are immune as .govern- 
mental function. Martinson v. 328 


Mich. 595, 44 N.W. gg 148 (1950); aan 
charitable immunity also applies to gov- 
ernment charitable functions such as a 
state university hospital. Robinson v. 
Washtenaw 5 tise). Judge, 228 Mich. 225, 


199 N.W. 61 
MINNESOTA 


A government agency is liable for negli- 
gence in its proprietary functions, which 
would include operation of a prin lg hos- 
Swigerd v. 75 N.W. 2d 


nigga 1956); Borwege v. Owatonna, 
Minn. 394, 251 NW. 915 (1933) . 
MISSISSIPP! 


Operation of a hospital by a een em 

unit is considered a government fun 

Amory, 184 Miss. 161, (1939 

No liability paying Batients, eit 

land v. 1956) . 


Operation of a hospital is a proper a 
tion of government and brings immuni 
Schroeder v. City of St. Louis, 360 Mo. 

228 S.W. 2d 677 


NEVADA 
County hospital created under statute is 
not a legal entity and cannot be sued for 
negligence. Bloom ov. Neva 
Memorial Hospital, 275 P. 885 (Nev., 
1954). Whether the a iteclt is respon- 
sible for hospital torts not yet deter- 
mined. 
NEW HAMPSHIRE 


Operation of a hospital by a city, under 
legislative eatherity, is considered a pro- 
activity and is sub tort lia- 
v. Dover, . 359, 111 


NEW JERSEY 

Immunity —. liability for government 
hospitals, except that in cases of “active 
wrongdoing” or “positive misfeasance”, as 

contrasted with ordinary negligence, there 
is liability. Kress v. Newark, 8 N.J. 562, 
86 A. 2d 185 (1952). 

MEXICO 

Operation of overnmental hospital is 
a governmental county hospital 


is immune from tort liability. Elliott v. Lea 
County, 58 N.W. 147, 267 P. 2d 131 (1954). 


NEW YORK 


Under Section 8, Court of Claims Act, the 
state waives its ago agg Liability of 
state, county, town, city and village hos- 
itals is determined as if Fo were private 
ndividuals or co rations. Becker v. Citu 
of New a -Y. 2d ‘ N.E. 2d 
262 (1957). There is also liability of muni- 
cipal corporations for a malpractice of 
doctors or dentists occ ee in municipal 
hospitals if the Seaiensione services are 
rendered gratuitously in a charity case. 
Section 50-d, New York General Municipal 
Law (1956). 
NORTH CAROLINA 


Governmental immunity applies —— to 
pay ying patients in a city-county hospital. 

itchings v. Albemarle Hospital, 220 2d 
716 (CA 4th, N.C., 1955). The state is liable 
up to $10,000, under a special mer for 
ia acts. Gen. Stat. of N. C. § 143-291 


Municipally operated hospitals promote 


‘the public ee constitute a govern- 


mental function, and are immune from 
tort liability. ‘Llovd 9. v, Toledo, 42 Ohio App. 
36, 180 N.E. 716 (1931). 


A city activi 

and is subjec ity. Okmulgee 
v. Carlton, iso Okla 605, P. 
(1937). 


OREGON 
No cases reported. 
PENNSYLVANIA 


Immunity of governmental hospitals in 
Pennsylvania is a long standing rule of 
law and v. Philadelphia 8 Pa. Co. 213 


(1890) . 
PUERTO RICO 


munic os rings immu r 
lability. Villegas v. San Juan, 19 P.R. 


RHODE ISLAND 
No cases reported. 

SOUTH CAROLINA 
Governmental hospitals are immune from 
— liability in absence of a statute to the 

trary. Mullins Hospital v. Squires, 104 
SE. 2d 161 (S.C., 1958). 

SOUTH DAKOTA 
County functions, such as operating a hos- 
pital, are clothed with governmental im- 
munity. Jerauld County v. St. Paul-Mer- 
ndemnity ce. 2d 571 (S.D., 


TENNESSEE 
Governmental hospitals derive an im- 


v. Knoxville, 170 Tenn. 482, 96 S.W. 2d 769 
(1936). If covered by liability insurance, a 
municipal hospital waives immunity to 
the extent of coverage. McMahon v. Bar- 
oness Erlanger Ho , 306 S.W. 2d 41 
(Tenn. App., 1957). 


There is immunity from tort liability for 
governmental hospitals created under stat- 
utory authority. Maia wv. Eastern State 
Hospital, 97 Va. 507, 34 S.E. 617 (1899). 
WASHINGTON 

By statute there is immunity for govern- 
mental hospitals from liability for the 
negligence Of employees, a — and of- 
ficers. Gile v. Ken ublic a ee 
‘ae’ 48 Wash. 2d 774, 296 P. 662 


(19 
WEST VIRGINIA 

A county hospital authorized by statute is 
a governmen activity and is immune 
from liability for naati@ance. Shaffer v. 
Monongalia General Hospital, 135 
163, 62 S.E. 2d 795 (1950). 

WISCONSIN 
Governmental hospitals are liable for 
their proprietary functions. Carlson v. 
Marinette “ae 264 Wis. 423, 59 N.W 


2d 486 (1953 | 
WYOMING 


No cases reported. 
FEDERAL 


The Federal Tort Claims Act, 28 USC 
2671 et. seq., provides for liability of the 
United States (except for interest prior 
to judgment and punitive damages) “in 
the same manner and to the same2 extent 
as a private individual under like circum- 
stances.” While the law of the place of 
injury usually governs, any governmental 
immunity in a state would be ignored 
since “private individuals’’ do not enjoy 
such immunity. Malpractice by a — 
sician employed by the United Stat 
would be actionable against the United 
States, Dishman v. U.S., 93 F. Supp. 567 
(D.C. Md., 1950), except where the in- 
jured person is a serviceman treated as 

an “incident to the service.” Feres v. US., 
340 U.S. 135 (1950). 


~Z 


FOREIGN 

In England and Canada, where the en- 
eral system of law is similar to that of 
the United States, a governmental body 
operating a hospital is liable for negli- 
gence just as a 3 la individual or cor- 
poration would under similar circum- 
stances. Cassidy v. Minist of Health, 2 
K.B. 343 (1951) {Great Britain]; Nyberg 
v. Provost Municipal Ho — Board, Can. 
S.C.R. 226 (1927) [Canada]. 
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NORTH DAKOTA 
No cases reported. 
OHIO 
constitute a governmental function. Lane 
— 
UTAH 
No cases reported. 
VERMONT 
No cases reported. 
MONTANA VIRGINIA 
No cases reported. 
NEBRASKA 
50 
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x EVERY association meeting, 
regional conference, or insti- 
tute on hospital administration the 
subject of “personnel relations” 
occupies a prominent place in the 
agenda. Personnel relations means 
to us the problems that are in- 
volved in keeping our workers 
happy, satisfied, and willing to 
work. | 

In many parts of the country 
and in most institutions the term 
“collective bargaining” has not yet 
become something to be considered 
under personnel relations. The 
pure form of employer-employee 
relationship state exists for the 
majority of hospitals without the 
intervention of outside influence. 

Hospitals have had a positive be- 
lief that our institutions are able to 
handle the employee-employer re- 
lationship in a much more equit- 
able and satisfactory manner than 
‘any of the so-called agents for 
collective bargaining. On the 
whole, we resented such agencies 
and were convinced that they 
served no good purpose. No ex- 
traneous agency, we held, could 
possess the intimate knowledge of 
conditions of our workers better 
than the administration of the 
hospitals. No doubt we feel the 
direct relationship of employer- 
employee is the most desirable one. 


But we no longer possess the right 


in many cases to deny our workers 
the privilege of collective bargain- 
ing provided they feel that the old 
system is unjust, unfair, or for any 
other reason not in their best in- 
terest. 
Collective bargaining to th 
workers appears to be an applica- 
tion of democratic principles. It 
appears to be a way to correct in- 
justices which he thinks or knows 
exists under the direct individual 
system of bargaining. He assumes 
that although the sense of justice 
abides within us, we have a great 
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your resident reports 


need for a better understanding 
of the application of justice in our 
dealings with his problem. And 
so in order to answer this feeling 
we must ask ourselves: Have we 
a sense of justice? Do we consider 
properly the situation of our 
workers? Have we been solicitous 
of his life? Has his income been 
large enough to cover more than 
the bare necessities of life? 
Certainly we must be able to 
answer the foregoing questions 


- with a simple “Yes” or “No’’. If 


the answer is not “No”, then why 
has the field of the professional 
organizer been so fertile in its 
yield of organized employment? 
Summarized, collective bargaining 
has arisen as a desire for a demo- 
cratic method to solve the prob- 
lems of employer-employee rela- 
tion principally due to the lack of 
proper functioning of the direct 


employer-employee method. “Col- | 


lective bargaining’ has been de- 
fined as the right of employers and 
employees to arrive at agreements 
free from coercion, intimidation, 
or interference from any source. 


ro EMPLOYER has, of course, 
the same rights and may also 
elect to be represented by counsel 
or an organization. The hospitals 
which I administer were among 
the first in the United States to go 
through the pains of being organ- 
ized by a building service union. 
We felt that the employees had 
been organized in a clandestine 
manner, and that before we knew 
it, we were faced with demands 
from union leaders for conditions 
which we were in no way prepared 
to meet. A year or two after much 
bickering we were confronted with 
a strike notice, and a few days 
later were struck by the union. At 
this time it became necessary to 
evacuate our patients. Approxi- 


mately 275 whose recovery would 
not be prejudiced by transfer were 
moved out of the hospital. This 
was necessary due to the fact that 
the union did not seem to under- 
stand that collective bargaining 
brings collective responsibility, and 
its promise to provide skeleton 
service crews was not fulfilled. 
Only a token few service employ- 
ees were left to carry the domestic 
load of the hospital. 

Later it became necessary to 
pass restrictive legislation. One 
provision of this legislation pro- 
hibits strikes in public institutions 
and the other specifically prohibits 
strikes or threats of strikes in all 
hospitals of the state. The remedy 
in the act requires compulsive ar- 
bitration, a piece of machinery not 
always acceptable either to the 
unions or the hospitals. However, 
there have been no strikes for 
around 10 years. The unions ap- 
pealed the constitutionality of one 
act to the state supreme court, and 
the court held that strikes in hos- 
pitals were against the public in- 
terest and prejudicial to the best 
interest of patient care. 

It is hoped that all hospitals will 
not have to go through the Minne- 
sota experience. The recent state- 
ment of Dr. Edwin Crosby that we 
should be solicitous of the welfare 
of our workers, if followed, would 
go a long way toward preventing 
the need for the management of 
hospital personnel programs by 


- agencies not properly informed or 


equipped to pass judgment on the 
public’s need and use of hospitals. 


Kay dh. 
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Ray Amberg, president 
American Hospital Association 
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EVOLUTION 
THE 

PHARMACY 


by ROBERT R. CADMUS, M.D. 


The author traces the development of the hospital 
pharmacy, noting the influences of the formulation of 
a minimum standard for hospital pharmacies and the 
rapid and continuing growth in the use of drugs in 
the care of patients. 


A PHARMACEUTICAL manufacturer recently ad- — 
vertised in a hospital journal that one of its 
new products relieved certain symptoms “phar- 
macodynamically”. Since the writer cynically 
associates the maturity of a profession with the 
development of its own special jargon, this ad- 


-vertisement seemed to herald the coming of age 


of pharmacy in general, and hospital pharmacy 
in particular. But regardless of the symbolism, 
the fact of maturity is unequivocal. 

We have come a long way in pharmacy prac- 
tice since the first hospitals were established in 
Philadelphia, New York, and Boston during the 
late 1700’s. 

History tells us that the walking patient in 
those days “. . . had to join a slowly moving line 
and eventually found himself before a bearded 
and bespectacled doctor seated at a desk behind 
a large ledger. After the doctor had inspected 
the permit from the contributor, he entered the 
name, address, age, sex, and complaint on one 
line in his ledger. He inspected the sufferer’s 
tongue, felt his pulse, probably inquired about 
his appetite, sleep, and bowels, and then wrote 
a diagnosis in his book, with several numbers 
indicating medications. These numbers were 


Robert R. Cadmus, M.D., is director of North Carolina 
Memorial Hospital and professor of hospital administration, 
University of North Carolina, Chapel Hill. 


With this issue, HOSPITALS, JOURNAL OF THE AMERICAN HOSPITAL ASSOCIATION, 
inaugurates an editorial department devoted exclusively to hospital pharmacy serv- 
ice. This department will be a regular feature of the first issue of each month. 

Although this Journal has published many articles on hospital pharmacy over the 


years, this department will provide a regular medium for discussion of subjects of 
mutual interest to administrators, pharmacists, and other hospital staff members 
concerned in attaining the objective of improving patient care through better phar- 
macy service. 

In addition to articles on hospital pharmacy service, from time to time this de- 
partment will carry announcements of new chemical entities in the pharmaceutical 
field as these new products are developed. News and comments on matters pertaining 
to the practice of pharmacy in hospitals also will be included. 

The article that appears on these pages, written especially by Dr. Cadmus for 
this first appearance of the Pharmacy Service section of HOSPITALS, is a salute 
to the profession of hospital pharmacy and the leading role it has come to play im 
providing better patient care. 
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copied on a slip and handed to the 
patient, who was told to report 
back if not cured when the medi- 
cine was gone. | 

“The patient next passed to the 
pharmacy where the numbers were 
interpreted into prescriptions. If 
the medication consisted of herbs 
to be steeped at home, he usually 
carried it away in his hat, or, if a 
salve were indicated, was expected 
to produce a clam shell or other 
container to receive it’’.! 

Today, a scant few years later— 
as history goes—we have potent 
medications capable of combatting 
infections, altering emotions, pre- 
venting polio, controlling the deli- 
cate intricacies of hormonal bal- 
ance, and performing wonders still 
too miraculous to comprehend. 
And, instead of hats or clam shells, 
these preparations are now dis- 
pensed in polyethylene containers 
and disposable syringes. 


ROOTS OF HOSPITAL PHARMACY 


Hospital pharmacy has still 

deeper historic roots. It was during 
the fourth century that pharmacy 
began emerging as an art and 
science separate from the practice 
of medicine. What is most signifi- 
cant to hospital people is that this 
separation of pharmacy from med- 
icine is recorded as having first 
occurred in the forerunners of 
hospitals—those charitable institu- 
tions, either church or state oper- 
ated, devoted to the care of the 
sick. From these early beginnings, 
pharmacies have been an integral 
part of hospitals, offering the best 
in professional service the science 
of the times had to offer. 
Yet pharmacies, like hospitals 
themselves, did not really flower 
until the birth of the biological 
sciences at the end of the 19th 
century and the beginning of the 
20th century. The Decennial Issue 
(published in 1952) of the Bulletin 
of the American Society of Hos- 
pital Pharmacists gives a fascinat- 
ing review of the inspiring history 
of hospital pharmacy.? It is worth- 
while reading for every adminis- 
trator who is anxious to learn the 
heritage of his own profession. It 
is also interesting to note that the 
journal Druggist’s Circular carried 
the following timely words: 

“With a greater demand for hos- 
pitals, there has arisen a greater 
demand for hospital pharmacists 
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ABOUT THE 
PHARMACY 
ON THE COVER 


The busy hospital pharmacy 
shown on the cover, housed in the 
new wing of Chicago Wesley Memorial Hospital, is one of Chicago's 
newest hospital pharmacies, having been in operation in its new 
quarters less than two months. 

Located just inside the entrance to the new wing and equipped 
and staffed to serve both inpatients and outpatients, the new facility 
is a demonstration of the leading role played by the pharmacy in 
the operation of today’s hospital. 

S. W. Morrison, director of pharmacy at Wesley Memorial for the 
past 13 years, said the pharmacy fills a total of 14,000 prescriptions 
per month. Because the hospital’s new wing includes 55 physicians’ 
offices, increased outpatient volume is expected to add considerably 
to this total, he said. 

The pharmacy is staffed by eight full-time pharmacists and four 
assistants. Pharmacy personnel are on duty from 7:30 a.m. until 
9 p.m. on weekdays and until 7:30 p.m. on Sundays. Provisions have 
been made for providing emergency service outside these hours. 

The pharmacy has its own waiting area for outpatients. Inpatient 
prescriptions are carried to their destinations through a pneumatic 
tube system that extends to all patient floors. 

Inventory of the pharmacy includes around 4000 items. Very 
little manufacturing is carried on—less of this is done every year, 
according to Mr. Morrison. A few items such as rubbing lotions 
and mouthwash are produced, however; the pharmacy is equipped 
with a 10-gallon-per-hour distilling apparatus for use in connection 


with this work. 


hospital's financial position. 


A spacious walk-in refrigerator was chosen for cool storage over the 
three ordinary refrigerators that would have been needed otherwise. 
Careful records kept of day-to-day transactions provide detailed 
cost figures for appraising the influence of the pharmacy on the 


and a greater demand upon hos- 
pital pharmacists in the way of 
professional ability... Any hospital 
executive will tell you that good 
institutional pharmacists are very 
hard to get.’ 

The noteworthy thing about this 
passage is that it was written in 
1921 by a Mr. E. C. Austin, phar- 
macist of the Cincinnati General 
Hospital. With such prophetic 
words, the specialty of hospital 
pharmacy slowly began to emerge. 
Within the same year, hospital 
pharmacists were sufficiently well 
recognized to receive an invitation 


to become members of the Ameri- 
can Pharmaceutical Association, a 
professional organization at that 
time composed primarily of retail 
druggists. Then, in 1924, the hos- 
pital pharmacists, recognizing their 
joint responsibilities both to the 
American Pharmaceutical Associa- 
tion and to the American Hospital 
Association, proposed to A. R. 
Warner, M.D., the executive sec- 
retary of the American Hospital 
Association, that a section on phar- 
macy be established at the Asso- 
ciation’s annual conference. Al- 
though this suggestion was rejected 
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on this first consideration, the 
climate was rapidly changing: 
in 1938 when the American Hos- 
pital Association held its annual 
convention in Dallas, Texas, a sec- 
tion on pharmacy was included in 
the program for the first time. 


PHARMACY COMMITTEE APPOINTED 


Two years earlier, in 1936, the - 


American Hospital Association had 
appointed a committee on phar- 
macy. Transactions of the Asso- 
ciation covering the September 
convention in Cleveland include 
this report: 

“The first formal report of a 
Committee of Pharmacy of the 
American Hospital Association was 
submitted to the convention body 
at its annual meeting in 1936. This 
was the initial attempt of the Asso- 


ciation to study the operation of 


the hospital pharmacy with a view 
to developing minimum standards 
for such departments for the guid- 
ance of the hospital field. A pre- 
liminary study was undertaken 
and probably the first attempt was 
made to bring together representa- 
tive national associations and other 
leaders interested in pharmacy to 


discuss aims and objectives with a 


view to defining uniform standards 
of administrative control and 
practice of pharmacy management 
in hospitals. The report outlines 
the essential features of pharmacy 
service; it carries many recom- 
mendations emphasizing smooth 
effective management and 
control.’ 

The tide of the hospital phar- 
macist was, indeed, rising. In 1942, 
the hospital pharmacists organized 
and established the American So- 
ciety of Hospital Pharmacists as a 
separate professional association 
bridging the patient care concepts 
of hospitals and the professional 
contributions of the discipline of 
pharmacy. 


The term “minimum standards”, 
now a part of the jargon of most 
professions, dates back to a con- 
versation held in 1935 between the 
late Malcolm T. MacEachern, M.D.., 
then of the American College of 
Surgeons, and Edward Spease, 
then dean of the School of Phar- 
macy of the Western Reserve Uni- 
versity and directing pharmacist 
of the University Hospitals of 


Cleveland. Robert M. Porter, chief 
pharmacist of the University Hos- 
pitals of Cleveland and now ad- 
ministrator of the Children’s 
Hospital in Columbus, Ohio, col- 
laborated with Dean Spease in 
further work. A paper on a mini- 
mum standard for hospital phar- 
macies presented at the 1935 Hos- 
pital Standardization Conference 
of the American College of Sur- 
geons led to the adoption of the 
first minimum standard soon after 
by the ACS. 

From its very beginning in 
1942, the American Society of 
Hospital Pharmacists paid careful 
attention to the redefinition of 
minimum standards. After six long 
years of working and reworking, 
the first draft of a document en- 
titled, “Minimum Standards for 
Pharmacies in Hospitals” was sub- 
mitted to the Policy Committee of 
the Division of Hospital Pharmacy 
of the American Pharmaceutical 
Association and the ASHP. The 
American Hospital Association and 
the Catholic Hospital Association 
both were represented on this 
committee. Worth L. Howard of 
the Akron City Hospital was the 
first representative of the AHA to 
this body; the writer has had the 


pleasure of representing the Asso- 


ciation since 1948, the year the 
original draft of this standard was 
reviewed. The democratic process 
continued to grind slowly and it 
was not until 1950 that this state- 
ment of a minimum standard was 
finally approved by the policy 
committee and sent to the par- 
ent organizations for ultimate ap- 
proval. 

The standard was approved in 
rapid order by the American Hos- 
pital Association, the Catholic Hos- 
pital Association and the American 
Pharmaceutical Association. The 
American Medical Association en- 
dorsed it in a most enthusiastic 
editorial in the Feb. 24, 1951, issue 
of the Journal of the American 
Medical Association. These stand- 
ards have had wide circulation, 
but it deserves re-emphasis from 
time to time. 


A GOAL FOR HOSPITALS 


Actually, this standard consists 
basically of goals that we have 
voluntarily set for ourselves. The 
standard serves an educational 
rather than a punitive purpose. Of 


course, the closer each hospital 
comes to meeting it, the better the 
quality of patient care will be. 
Therefore, it is hoped that within 
not too many years, we will have 
found that most hospitals have 
either met or surpassed the mini- 
mum standard. At that time, we 
will push the horizons further back 
and set new goals for ourselves 
and our successors. 

The Joint Commission on Ac- 
creditation of Hospitals, of. course, 
looks long and hard at pharmacy 
practices in hospitals and has for 
its own purposes developed a sep- 
arate set of requirements. LeRoy 
E. Bates, M.D., former secretary 
of the Council of Professional 
Practice of the American Hospital 
Association, succinctly reviewed 
these requirements in 1957.5 

Standard 6A of the Minimum 
Standard for Pharmacies in Hos- 
pitals states that a pharmacy and 
therapeutics committee should 
“develop a formulary of accepted 
drugs to use in the hospital’. 
Formularies in this country are 
almost as old as hospitals them- 
selves, the first being published by 
the New York Hospital in 1816.6 
This formulary concept was so ob- 
viously an integral part of rational 
drug therapy that it remained un- 
challenged for more than 135 
years. Unfortunately, with the pas- 
sage of time, the word “formulary” 
became one of those “trigger 
terms” to which people often re- 
act strongly, either pro or con. 
Two understandable sets of cir- 
cumstances underlie this deprecia- 
tion of a. good descriptive word. 

The first set of circumstances 
arose because, as the old adage 
cautions, the end became the 
means. The whole formulary con- 
cept is based on a committee of 
physicians sitting down, preferably 
with the hospital pharmacist, and 
selecting by: democratic action the 
drugs most useful for the care of 
patients in that particular insti- 
tution. Their decisions are recorded 
in a list and the list, if pub- 
lished or otherwise duplicated, be- 
comes a formulary. This list is 
constantly changing: it is neither 
fixed nor inflexible. It encompasses 
all of the changes in therapeutics, 
product availability, price, and all 
other factors considered relevant 
by a local medical staff. Some have 


forgotten or failed to sufficiently 
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INFECTION... 


SURGERY... 


Streptokinase-Streptodornase Lederle 


VARIDASE Buccal Tablets activate the natural fibrinolytic system to reduce inflam- 

mation and swelling and relieve associated pain. 

-VARIDASE Topical may be used alone or with the Buccal Tablets for local débride- 

ment. Indications include: abscesses + draining ulcer + contusions +» abrasions 

sprains and fractures + traumatic edema + sinusitis * purulent meningitis 

hematomas * empyemas + suppurations + adenitis + cellulitis + otitis media 

infected wounds + burns 

Supplied: VARIDASE Buccal Tablets — Bottle of 24 
VARIDASE Topical — with or without CMC Jelly 
VARIDASE Intramuscular — 25,000 Units/Vial 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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emphasize that the formulary is 
only the end product. The demo- 
cratic and flexible means of 
reaching this point can not be 
depreciated. 


NEW DRUGS, NEW CONDITIONS 


The second set of circumstances 
has developed in the years since 
World War II, a period that has 


- witnessed the striking development 


of many new drugs, most of which 
are extremely complex chemically. 
These drugs have become avail- 
able only as the result of elaborate 


research carried on either inde- 
pendently or simultaneously by 
separate investigators working on 
the same fundamental problem. 
This situation simulated a practice 
of cross-licensing in the drug in- 
dustry. In essence, the arrange- 
ment permits a number of different 
pharmaceutical companies to mar- 
ket the same generic drug under 
different brand or trade names. 
Since a pharmacy and therapeutics 
committee thinks in terms of ther- 
apeutic value, the generic rather 
than the trade name receives em- 


TRACTION EQUIPMENT 


...easy for you to clean 
... comfortable for your patients 


ZIMFOAM® Head Halter, No. 996 


Made of perforated foam rubber with rayon 
backing. Construction and design combine to 
produce more effective therapy and greater 
patient comfort. Zimfoam prevents the temporo- 
mandibular pain common to head halters. And 
it’s completely washable. The Zimfoam is one 
of four quality head halters—each designed 
to meet specific patient requirements—now 


manufactured by Zimmer. 


Traction Anklet, No. 926 


Constructed of soft leather and lined with 
felt, this anklet can be used for many types 
of leg traction. Anklets, used in pairs, can 
also be used to apply traction to the pelvic 
region. Comes in “large” and “small” sizes. 


"ZIMMER Traction Belts 


Used to treat various back pains—slipped vertebral disc, minor 


fract 


eat 


Ne. 662—White coutil lined with 
canton flannel. Two lace sections for 
adjustment, two elastic inserts. Adjust- 
able straps with sliding buckle. Sized 
by hip measurement. 85% of patients 
can be fitted from four belt sizes. 


No. 649—Reinforced Army No. 569—Army Duck lined 
Duck lined with canton flan- 
nel. Straps are adjustable 
with sliding buckle. Even 
sizes only. Sized by hip 
measurement. 


res of vertebral processes, sprains. Sized by hip measurement. 


ik 


with canton flannel. Straps 
non-adjustable. Even sizes 
only. Sized by hip meas- 
urement. 


ZIMMER MANUFACTURING COMPANY 


LOOK FOR THE TRADEMARK (#) 


58 


Warsaw, Indiana, U.S.A. 


phasis. This attitude has been mis- 
interpreted and charges of “sub- 
stitution” have been made. August 
H. Groeschel, M.D., of the New 
York Hospital, has outlined this 
complex situation most effec- 
tively.’ Nevertheless, the National 
Pharmaceutical Council, composed 
of some 22 major drug manufac- 
turers, is aggressively advocating 
the use of brand rather than ge- 
neric names and currently has a 
21-member committee studying the 
pharmaceutical industry’s relation 
to hospital pharmacy. Therefore, 
a great deal more will be heard 
about this controversy in the fu- 
ture, since the whole complicated 
issue remains relatively unre- 
solved. However, we have every 
reason to believe that the settle- 
ment—whatever it may be—will 
be one dedicated to the best inter- 
est of the patient. 


THE DRUG INDUSTRY 


Although we all recognize the 
tremendous importance of the 
pharmacy in the total care of 
the sick, most of us are also 
recognizing the growing impor- 
tance of the pharmaceutical in- 
dustry. The ethical drug industry 
now reports annual sales of more 
than $2.5 billion. Between 25 and 
30 per cent of this volume comes 
from hospitals. The industry is 
predicting an annual volume in 
excess of $5 billion by 1975, with 
a growing percentage of these 
sales going to hospitals. 

Last year, drug manufacturers 
spent more than $300 million for 
research and development and for 
support of education in medicine 
and scientific fields. One can read- 
ily understand these expenditures 
when one learns that of the 5000 
antibiotics discovered, only 17 have 
been worthy of commercial pro- 
duction. 

Hospital drug inventories are 
growing, the costs of drugs per 
patient day is rising and often the 
techniques of administration are 
becoming more complex and there- 
fore more expensive. Drugs are 
in our budgets to stay and are far 
too significant to long ignore. In 
looking to the future, we are 
heartened by some striking proph- 
esies made by George B. Stone, 
general manager of the J. B. Roerig 
Co., at a recent meeting of the | 

(Continued on page 100) 
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Are you getting the most out of your Gelfoam ? 


Blood readily enters the Gelfoam sponge... 
and there it stops—and clots. Left in situ, 
Gelfoam is then absorbed with virtually no 
cellular reaction. 

That’s why your hospital undoubtedly stocks 
Gelfoam. But Gelfoam has so many uses, some 
of them are sometimes overlooked. Are you 
taking advantage of all of them? 


to control bleeding from small arteries 
to control capillary ooze 

to repair veins 

to seal cerebrospinal fluid leaks 

to obliterate dead space 

to secure a dry operative field 

to protect surfaces against retraction 
to carry medication 

to stop epistaxis 


* TRADEMARK, REG. U.S. PAT. OFF, 


to support tissue flaps 
to patch small air leaks in reinflated lungs 
to reinforce suture lines 
to treat gastroduodenal hemorrhage 
to facilitate closure and healing of 
large kidney wounds 
to stop massive hemorrhage following 
proctologic surgery 
to aid in the correction of skeletal defects 
to promote granulation tissue growth 
in skin ulcers 


to perform sponge biopsy 


Gelfoam is supplied as sterile surgical sponge, 
dental pack, prostatectomy cone, biopsy sponge, 
sterile powder, and Gelfilm* for neurosurgery 
and ophthalmologic procedures. Make sure you 
have the right Gelfoam on hand for every use. 


| Upjohn | 


The Upjohn Company, Kalamazoo, Michigan 


“YES...1 HAVE SPECIAL REASONS FOR SPECIFYING BUFFERIN” 


There are a lot of reasons why so many physi- 
cians specify Bufferin. For instance, it’s better 
tolerated than plain aspirin—many times bet- 
ter tolerated according to one recent study! of 
236 patients. Therefore, it’s the choice when 
high-dosage or long-term salicylate therapy 
is indicated. And Bufferin contains no sodium 
—so it’s ideal for effective pain relief when the 
patient’s on a low-salt or salt-free diet. 


Bufferin makes work easier for the hospital 
staff too: no stomach upsets to waste nursing 
time—the fast onset of action means fewer of 
those “why don’t I feel better yet” calls. 


And the new 1,000 tablet hospital size bottle 
of Bufferin means that you can now economi- 
cally stock this fine analgesic for general hos- 


pital and out-patient use. Be sure it’s available 


in your pharmacy. 


Each Bufferin tablet combines 5 grains of aspirin 


with Di-Alminate (Bristol-Myers’ name for the ex- 
clusive combination of the antacids aluminum glycin- 
ate and magnesium carbonate). 


1. Sher, D. B.: Aspirin and APC Irritation of the Stomach, 
Scientific Exhibit, World Congress of Gastroenterology; 
Washington, D.C., May, 1958. 


BUFFERIN: 1,000’s save money - save space - save time 
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ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


PROBLEM of dermatoses as- 
sociated with the chronically 
ill patient is ever increasing with 
the growing number of geriatric 
and mental patients in our hos- 
pitals, nursing homes and under 
home care. Many of these patients 
are bedridden and a large per- 
centage are incontinent. 

This incontinency with its at- 
_tendant, prolonged contact of the 
skin with urine and feces is one of 
the underlying causes of skin ex- 
coriation. The group of inconti- 
nents with which we are con- 
cerned at Western State Hospital 
comprises the neurological and 
neurosurgical patients. suffering 
from primary pathology of the 
central nervous system, and the 
senile. The problems we faced, in 
order of importance, were: 

1. Treatment and prevention of 

_excoriations due to the irri- 

tating effects of ammonia as 
produced by the action of 
urea-splitting bacteria from 
urine and feces. These ex- 
cotiations lead to vesicula- 
tion, erosion and finally deep 
ulceration. 

2. Treatment and prevention of 
decubitus ulcers in inconti- 
nent patients. These ulcers 
are almost constantly infect 
by repeated contamination. 

3. Reduction of offensive uri- 
F. E. Shovlain, M.D., is superintendent; 


R. W. Brown, M.D., is staff physician in 
charge of Geriatrics; F. Phil Lelli is busi- 


ness manager, Western State Hospital, | 


Fort Steilacoom, Wash. 


JUNE I, 1959, VOL. 33 


= 

: 


by F. E. SHOVLAIN, M.D., ROBERT W. BROWN, M.D., 


G. A. DELANEY, M.D., and F. PHIL LELLI 


An _ anti-bacterial compound has 
proved effective in eliminating the 
dermatoses of the chronically ill pa- 
tient, the authors report. The conclu- 
sions of the test reported on in this 
article include several concomitant 
benefits such as increase in patient 
comfort and improvement in person- 
nel and patient morale. 


nary and fecal odors, which 
are an additional psycholog- 
ical handicap to both patients 
and personnel. 

It is the purpose of this paper 
to present the therapeutic and pre- 
ventive measures that achieved 
gratifying results in dealing with 
all three problems. Methylbenze- 
thonium chloride* in three anti- 
bacterial forms—as a rinse for 
bed linen, as a water-miscible 
ointment, and as a water-repellent 
perianal cream was used for a 
three-month period in the skin 
care of the 260 incontinent pa- 
tients in two wards. Fifty-two 
patients were treated for ammo- 


niacal dermatitis. Eighteen pa- 

*Methylbenzethonium chloride supplied 
as Diaparene Chloride Surgical Solution, 
Diaparene Chloride Ointment (water-mis- 
cible) and Diaparene Peri-Anal Creme 
(water-repellent) by George A. Breon 
and Co., N.Y. 18, N.Y. 


tients had decubitus ulcers with 
severe excoriation. 

Previous therapy had included 
boric acid, zinc oxide, sulfathia- 
zole, penicillin and cod liver oil 
(Vitamins A and D) ointments. 
While they proved moderately 
helpful in preventing and healing 
mild erythemas and_ superficial 
excoriations, the results were far 
from satisfactory, especially in 
deep seated vascular ulcerations 
and excoriations. Moreover, these 
preparations did little to reduce 
ward odors. 

1. During the test period all 
sheets on the two wards were 
impregnated with methylben- 
zethonium chloride rinse, two 
ounces of solution to 100 
pounds of dry sheets. 

2. Methylbenzethonium chloride 
water-miscible ointment was 
applied once daily to the 52 
patients with ammoniacal 
dermatitis. 
Methylbenzethonium chloride 
water-repellent cream was 
applied once daily to the 18 
patients with bedsores, severe 
excoriations and ulcerations. 
Within one week after starting 


ad 
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the test, 39 of the 52 incontinent 
patients showed no evidence of 
ammoniacal dermatitis. Within 
two weeks all cases had completely 
healed. 

Of the 18 patients with bedsores, 
severe excoriations and ulcera- 
tions, 14 had entirely healed with- 
in two weeks. The remaining four 
cases completely healed within 
three to five weeks. 

No new cases of ammoniacal 
: dermatitis or bedsores had oc- 
. curred among the 260 patients on 
the wards. 

To further test the efficacy of 
the treatment, the test was dis- 
continued for seven days after all 
rashes, bedsores and ulcerations 
s had healed. Almost immediately, 
Nn eight cases of urine rash and two 
cases of bedsores developed. These 
new cases promptly healed when 
methylkenzethonium' chloride 
treatment was resumed. 

The workload of the attendants 


on the two test wards was mate- 
rially reduced and the total amount 
of ointment dressings used during 
the test was reduced by 50 per 
cent. 

No cases of sensitivity or toxic 
rash developed at any time dur- 
ing the test. 

Ward odors markedly decreased. 

Methylbenzethonium chloride in 
the three forms studied proved 
highly effective in the therapy and 
prevention of urine rashes, bed- 
sores, excoriations and_ ulcers. 


Comcomitant benefits include an 


increase in patient comfort; a re- 
duction in attendants’ workload; 
an improvement in patient and 
personnel morale; and a marked 
reduction of ward odors. It is our 
plan to expand the methylbenze- 
thonium chloride rinsing to all 
hospital sheets and to continue 
use of the MBC ointment and per- 
ianal cream in all incontinent 
wards. 


NOTES AND COMMENT 


Bacteria and bed screens 


dangers with their undoubted ad- 
vantages. 

Cross-infection in hospital 
wards is often attributed to air- 
borne and dustborne bacteria; 
these, in turn, have been attrib- 
uted to fabrics and furnishings 
that harbor dust. Much attention 
has been given to blankets, which, 
it seems, make a substantial con- 
tribution to aerial contamination. 
Curtains may well do the same, 
but this has not been seriously in- 
vestigated. Pull-around screens 
for each bed involve much more 
curtain material than half a dozen 
sets of mobile screens and thus 
form a larger reservoir for dust 
and bacteria. Moreover, the act 
of pulling them around a bed 
probably sends out more dust than 
does arranging mobile’ screens 
fitted with tightly stretched fabric. 
Another disadvantage of the pull- 
around screen is that it needs a 
rail suspended from the ceiling. 
This is a dust-trap that cannot 
be cleaned every day. ... 

Some of these dangers can be 
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For years nurses have carried mobile screens and arranged them 
around the beds when a patient wishes to be unseen... 
consideration for the nurses, often manage without screens when they 
would really like to have them. Patients and nurses therefore welcome 
the installation of pull-around screens for every bed. But these bring 


. Patients, from 


reduced, though often by methods 
that create other difficulties. Cot- 
ton curtains can be changed, per- 
haps fortnightly, and sent to the 
laundry, where they will be 


boiled. But the removal . in- 


volves more strenuous werk for 
the nurses than changing the cur- 
tains on a few mobile frames... 
These jobs are much easier if the 
curtains are not more than 6 ft. 
9 in. high and are suspended by 
split plastic rings from simple rods 
instead of by rollers on grooved 
metal rails. 

Plastic curtains harbor 
and scatter fewer bacteria than 


cotton ones, and they can be wiped - 


with a damp cloth to remove dust. 
For mobile screens this is easily 
done, but railed curtains must 
usually be taken down.... 

Thus, no type of screen is clear- 
ly better than others. When hos- 
pital management committees con- 
siders their own needs... they 
will make their decision after bal- 
ancing the sometimes conflicting 


demands of privacy and bacteri- 
ological safety. | 

In large wards 
screens for each bed seem justi- 
fied, but in smaller wards their 
advantages are fewer. In some 
surgical wards where patients are 
especially susceptible to hospital 
infection .. . the surgeon may be 
justified in preferring the old- 
fashioned mobile screens. Plastic 
materials are certainly best for 
mobile screens, and probably also 
for the pull-around type if the 
ward staff can clean them fairly 
often. If they cannot do this, cot- 
ton curtains must be used and 
sent to the laundry regularly.— 
Lancet, 1:34, Jan. 3, 1959. bal 


Smallpox vaccinations urged 
for hospital. staff members 


Smallpox vaccinations every | 
three years for hospital staff phy- 
sicians, nurses and other employ- 
ees were recommended recently 
by Alexander D. Langmuir, M.D., 
chief of epidemiology at the Com- 
municable Disease Center, Atlanta, 
Ga. 

Dr. Langmuir, participating in 
a symposium on infectious disease 
problems held in Washington, D.C., 
under the sponsorship of Medical 
Education for National Defense, 
made his recommendation during 
discussion of a detailed report of a 
recent smallpox outbreak in Hei- 
delberg, Germany. 

He said the experience in Ger- 
many, in which a physician con- 
tracted smallpox in India and be- 
came an unknowing carrier of the 
disease on his return home, “should 
teach us that it can happen here 
just as easily”. The physician had 
been vaccinated twice in childhood 
against smallpox but it gave him 
no protection as an adult, Dr. 
Langmuir pointed out. 

“Very few members of our hos- 
pital staffs have received smallpox 
vaccinations as adults, and in to- 
day’s jet age, the possibility of an 
unknown carrier from another 
country causing an explosive out- 
break cannot be overlooked,” Dr. 


Langmuir said. 


“The very least we can do, in 
the light of the German experi- 
ence, is to follow the lead of our | 
airline companies and immunize 
our hospital personnel every three 
years,” he concluded. Ld 
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STOP DIARRHEA 


from all points...growing evidence favors 


FUROXONE 


Pleasant favored 50 mg. per 15 cc. ( with kaolin and pectin) Convenient TABLETs, 
100 mg. #® Dosage—400 mg. daily for adults, 5 mg./Kg. daily for children (in 4 divided doses). 


WIFT RELIEF OF SYMPTOMS 


FECTIVE CONTROL OF “PROBLEM” PATHOGENS 
(no sigaifice esistance develops to this wide-range bactericide) 


ELL TOLERATED, VIRTUALLY NONTOXIC 


N ORMAL BALANCE OF INTESTINAL FLORA PRESERVED 
(no monilialfor staphylococcal overgrowth) 


From a Large Midwestern University: FUROXONE Controls Antibiotic- 
Resistant Outbreak. An outbreak of bacillary dysentery due to Shigella sonnei was success- 
fully controlled with FUROXONE after a broad-spectrum antibiotic had proved inadequate. Cure 
rates (verified by stool culture) were 87% with FuRoxoNE, 36% with chloramphenicol. Only 
FuROXONE “failures” were those lost to follow-up. Chloramphenicol failures subsequently treated 
with FUROXONE responded without exception. FUROXONE was also used effectively as prophylaxis 
and to eliminate the carrier state. It was “extremely well tolerated in all 191 individuals who 


received it either prophylactically or therapeutically.” 
Galeota, W.R., and Moranville., B. A.: Student Medicine (in press) 


THE NITROFURANS—A UNIQUE CLASS OF ANTIMICROBIALS EATON LABORATORIES, NORWICH, NEW YORK 
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and sufjply review 


New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 


propellent can sprays up to one 
pint of any liquid that can be 
thinned to proper consistency. The 
propellent gas (dichlorodifiuoro- 
methane) is completely nontoxic. 
The head and dip tube are molded 
of polyethylene. The spray jets 
are nickel plated brass. The so- 
lution-jar is glass. Sprayon Prod- 
ucts, Inc., Dept. H10, 2075 East 
65th St., Cleveland 3, O. 


Self-powered spray gun (11D-1) 
Manufacturer's description: This new 
spray gun is self-powered by a 


replaceable can of propellent gas 


whic 
until it is completely used up. Each 


Welding and flame cutting outfit 
(11D-2) 

Manufacturer's description: New kit in- 
cludes welding torch, cutting at- 
tachment and tip, three welding 
tips, all other equipment needed 
for welding, and an instruction 
book. The unit provides a means 
of doing virtually all the welding, 


cutting, silver soldering and heat- 
ing jobs required in the-repair or 
modification of machinery and 


> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 


items on this coupon, sign your name 


torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 


Chicago 11, Illinois. 


and address, clip and mail to the Edi- 


PRODUCT NEWS 


Self-powered spray gun (11D-1) 
Welding and flame cutting outfit 
(11D-2) 

______Medication dispenser (110-3) 
Vacuum tleaner (11D-4) 
Unbreakable urinal (11D-5) 
conditioner (11D-6) 

Dish and tray storage truck {11D-7) 


PRODUCT LITERATURE 


control unit (1 1DL-1) 

_____Recipes {1 1DL-2) 

__——X-ray department planning (11DL-3) 

clamps (11D1L-4) 
Radioactive drugs (1 1DL-5) 


Miniature soap (11D-8) 

Vinyl wall covering (11D-9) 

—__— Frozen scallops (11D-10) 
Compartment food tray (11D-11) 
One-portion packets (11D-12) 

—___Kitchen equipment (11D-13) 
Refrigerated stand (11D-14) 

Portable microfilmer {11D-15) 


—__— Microscopes {1 1DL-6) 

Office furniture (11DL-7) | 
Infant examinations (11DL-8) 
__——_Surgical sutures (1 1DL-9) 


NAME and TITLE 


(Please type or print in pencil ) 


tools, electrical appliances, medi- 
cal prosthetic devices and many 
others. National Cylinder Gas Di- 
vision of Chemetron Corp., Dept. 
H9, 840 N. Michigan Ave., Chicago 
11, Ill. 


Medication dispenser (11D-3) 
Manvfacturer’s description: This new 
disposable plastic container has a 


ay 


detachable m card-safety- 
cap. It holds up to 12 pills or half- 
ounce liquids. The printed medi- 
cine card has spaces for patient’s 
name, room and bed number, med- 
ication, directions, and doctor’s 
name. The safety-seal lid also 
bears patient’s name and direc- 
tions for administration of medi- 
cation. The card can be detached 
at the bedside and filed, or fas- 
tened to the patient’s chart. Cad- 
die Creations, Dept. H10, 712-714 
S. Pulaski Rd., Chicago 24, Ill. 


Vacuum cleaner (11D-4) 
Manufacturer's description: This new 
heavy-duty vacuum cleaner com- 
bines high vacuum power with 
quiet operation. The unit includes 
a rubber-mounted motor, sound 
absorbing felt baffles, and a dif- 


sed air exhaust that makes for 
quieter operation. It is compact 
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: Installed in Phoebe Putney Memorial Hospital, Albany, Georgia 


St. Charles custom equipment adapts perfectly 

to the extreme variety of design applications found 
in today’s modern hospitals. Functional beauty, 
dependability and flexibility are the reasons. They 
are also the reasons why St. Charles will 

simplify your casework planning. 


SEND FOR 
*Additional Charles H. McCauley designed CATALOG 
hospitals with St. Charles casework This complete 
St. Martins in the Pines Hospital, Birmingham, Ala. By 
Okaloosa Memorial Hospital, Crestview, Fla. Hospital 
<a Fort Walton Beach Hospital, Fort Walton Beach, Fla. agen 
 Patient’s Wardrobe Arab Hospital, Arab, Ala. request on your 
—-- nee Carter County Hospital, Elizabethton, Tenn. letterhead. 


Alachua General Hospital, Gainesville, Fla. 
North Jackson Hospital, Bridgeport-Stevenson, Ala. 
Biount County Hospital, Oneonta, Ala. 
Elmore County Hospital, Wetumpka, Ala. 
Perry County Hospital, Marion, Ala. 
Uplands Cumberland Nursing Home, Pleasant Hill, Tenn. 
Piedmont, Hospital, Piedmont, Ala. 


e CASEWORK e SINKS AND COUNTERS 
e SPECIAL PURPOSE UNITS 


St. Charlies Manufacturing Co., Dept. HH-6, St. Charles, Illinois 
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and easy to move through narrow 
aisles or up and down stairways. 
Black & Decker Mfg. Co., Dept. 
H10, Towson, Md. 


Unbreakable urinal (11D-5) 

Manufacturer's description: This new un- 
breakable urinal is made of a high 
impact material which eliminates 
the coldness of metal and glass, 
and reduces annoying handling 
noise to a minimum. It is bac- 
teriostatic, resists odor and is 
easily cleaned with ordinary de- 


reduces 
chance of spillage, increases sta- 
bility. Colored srenstucent white 
and graduated in both cc’s and 
ounces for measuring patient out- 
put, urinal is autoclavable at 
300° F. American Hospital Supply 
Corp., Dept. H10, 2020 Ridge Ave., 
Evanston, Ill. 


Water conditioner (11D-6) 

Manvfacturer's description: This water 
conditioner is a water-soluble and 
nontoxic complex phosphate that 
permanently suspends and inacti- 


vates such elements found in water 
that are harmful to equipment. 
Connected to the water line, it 


introduces the conditioner auto- 2 


matically. The conditioner prevents 
the precipitation of calcium and 
magnesium salts in water by 
forming soluble complexes with 
these elements. It also forms inert 
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complexes with certain metallic 
ions in water, such as iron, zinc, 


copper, nickel and manganese. 
Stiles-Karlsonite Corp., Dept. H9, 
1550 Grand Ave., Waukegan, III. 


Dish and tray storage truck 
(11D-7) 

Manvfacturer's description: New stainless 
steel dish and tray storage truck 
with accessories including close- 
fitting hinged cover for complete 
sanitation, removable front panel 


for cleaning and channel bumper 


guard. Thirty-two inches high, it 
carries 500 Ibs. of dishes or trays. 
Heavy-duty, ball-bearing, 8-in. 


swivel casters assure fingertip han- 
dling. Lakeside Manufacturing Inc., 
Dept. H9, 1977 South Allis wine 
Milwaukee 7, Wis. 


Miniature soap (11D-8) 

Manufacturer's description: This new 
miniature size toilet bar has a 
two-way cleansing action. It leaves 
no dulling film on skin, and it 
provides long-lasting, positive de- 
odorant protection. It lathers in- 


stantly in any water hardness, has 
a subtle, spicy fragrance and is 
aquamarine in color. The Procter 
& Gamble Co., Dept. H10, P.O. 
Box 599, Cincinnati 1, O. 


Vinyl wall covering (11D-9) 
Manufacturer's description: This new 


line of wall vinyl tile and roll 


goods is treated by a process which 
protects materials against the 
growth and action of bacteria, 
fungi, mildew and other micro- 
organisms. This new tile is germ, 
odor and mold resistant and is 
nontoxic and nonirritating. Gen- 
eral Tire & Rubber Co., Dept. H10, 
Akron, O. 


Frozen scallops (11D-10) 

Manufacturer's description: Frozen sea 
scallops have a specially formu- 
lated batter and breading that lets 
the cook fry by eye. There is no 
danger of scallops being uncooked 
when browned outside. The special 
breading eliminates the need for 
thawing before cooking. 40-Fath- 


om Sales Corp., Dept. H9, 1330 
Beacon St., Boston 16, Mass. 


Compartment food tray (11D-11) 
Manufacturer's description: This new 
compartment food tray is nontoxic 
and color-fast. Hot foods stay 
warmer longer and cold foods stay 
colder longer, Can be washed by 
hand or in machine. It has heavy 
beaded, shatter-proof edge and 
corners, right-handed silverware 
compartment, and stacking divid- 
ers to assure fast drying, non- 
water spotting, non-sticking and 
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CAT ELECTRIC SETS 
power provide emergency power 


BY CATERPILLAR for any size hospital 


A large university medical center, a 400- 
bed county hospital, a 60-bed association- 
owned clinic... all three are protected in 
the event of commercial power failure. 
Caterpillar Electric Sets provide dependable 
standby power ... automatically controlled 
... available in seconds. 


In operating rooms, for example, nothing 
stops when vulnerable utility lines fail. Auto- 
matic starting controls swing Cat Electric 
Sets into action in an average of 4 to 8 
seconds. Generators operate until line power 
is restored, then stop automatically. This 
is the kind of reliable power a hospital must 
have to protect patients. 


You can insure trouble-free maintenance Medical center of a Midwestern university . . . Cat D397 Electric Set provides adequate 
of power —in any size hospital — with supply of power in all emergencies. All hospital operations, including surgery, 
Caterpillar Electric Sets. Models are avail- continue without interruption when utility power fails. — 
able with KW ratings from 30 to 375. Cat 
Electric Sets can be installed to handle re- 
quirements for kitchen, laundry, elevators, 
intercom system, X-ray machines, and such 
critical equipment as iron lungs and op- 
erating rooms. 


To protect your clients, specify emergency 
power by Caterpillar. Modern, heavy-duty 
Cat Diesel Electric Sets have a long-standing 
reputation for dependability and quality. 
Call your Caterpillar Dealer Engine Spe- 
cialist soon. He will help you select the 
correct electric set, tailored to your specific 
requirements. For more information, write 

for “Standby Power by Caterpillar.” 


if 


General Hospital, Ventura County, Cali- |§ Miners Memorial Hospital, Wise, Virginia 
fornia... 400 beds. A Cat D397 Elec- ...60 beds. A Cat D326 Electric Set sup- 
tric Set supplies standby power for plies standby power for operating room, 
operating room, delivery room, emer- delivery room, boiler room equipment, 


Cc AT ee Be PrP 4 LLA oe | gency room, iron lungs, X-ray machines, heat convectors, lighting, fire alarm, oxy- 


Engine Division, Caterpillar Tractor Co. laboratories, heating, air conditioning, gen tents, suction pumps. Cat Electric Set 
nite iit U-S A ' kitchens, refrigerators. Power is de- permits all activities to go on as usual, 
ate Rightered of livered to several buildings. even if power failure were to last for days. 


FAST STARTS — Cat Electric Sets provide CALL FOR HELP — Caterpillar Dealer Engine MODERN DESIGN — Caterpillar Electric 
the surest, dependable form of starting, Specialist is your diesel power consultant. He Sets are compact; take up little space. 


starting automatically when commercial can help you with any problem or question Installation is comparatively low in cost 
power fails and accepting full load within concerning electric sets. Call him now to ..- easy and simple. Another plus factor 
4-8 seconds. avoid trouble later. — Cat Diesel Engines use safe fuel. 
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ease of handling. Tray design is 
functional, providing easy access 
with extra deep compartments. 
Comes in six colors. Mallo Ware 
Corp., Dept. H10, 456 N. Parkside 
Ave., Chicago 44, Ill. 


One-portion packets (11D-12) 

Manufacturer's description: These new 
polyethylene-lined sugar, salt and 
pepper packets are moistureproof 
and cakeproof. The individual por- 


tions in handy, disposable packets 
offer convenience and ease of han- 
dling. Van Brode Milling Co., Inc., 
Dept. H9, Clinton, Mass. 


Kitchen equipment (11D-13) 
Manufacturer's description: This combi- 
nation unit is a 
tle filler and 
rinser for hard- 
to-clean steam- 
jacketed ket- 
tles. It can be 
mounted for 
convenient 
service for three 
or more kettles. 
Pot filler and 
spray are both 
furnished with 
automatic shut- | 
off valves and 8 ft. of my flex- 
ible stainless steel hose on spray 
unit, and 5 ft. of polished flexible 
stainless steel hose on pot filler. 
Hoses are connected to swivel tee 
on top of chrome plated stanchion 
40% in. high. Hook attachments 
on top of stanchion hold valves 
when not in use. Base flange with 
three bolt holes hold unit firmly 
to floor. T & S Brass and Bronze 
Works, Inc., Dept. H9, Westbury, 
L.I., N.Y. 


Refrigerated stand (11D-14) 

Manufacturer's description: This new re- 
frigerated stand is built of heavy- 
duty stainless steel and is available 
in two sizes. One model holds two 
five-gallon cans and is 29% in. 
wide. The larger model holds three 
five-gallon cans and is 39% in. 
wide. Both are 34% in. high and 


24 in. Merrie Inc., 
Dept. H10, 2720 Lyndale Ave. So., 
Minneapolis, Minn. 


Portable microfilmer (11D-15) 

Manufacturer's description: This new 
portable microfilmer weighs only 
24 Ibs. and can easily be carried 


from place to place. It has a re- 
movable film unit, holds 100 ft. 
of film and can expose two rolls 
of film at once. The portable is 
fed by hand with a speed of 


around 40 letters or nearly 100 
check-size documents per minute. 
Recordak Corp., Dept. H1l1, 415 
Madison Ave., New York 17, N.Y. 


‘SEE COUPON, PAGE 64 


Dust control unit (1 1DL-1)—Folder 
describing a new tool for sanitary 
dust control. Features a chemi- 
cally treated dusting cloth which 
holds dust throughout the clean- 
ing process. Moran Brush Mfg. Co., 


Dept. HL11, 30 Manila Ave., Ham- — 


den 14, Conn. 


Recipes (11DL-2)—A new booklet 
containing recipes from other 
countries prepared with concen- 
trated tomato juice. H. J. Heinz 
Co., Dept. HL11, P.O. Box 57, 
Pittsburgh 30, Pa. | 


X-ray department planning (11DL-3) 
—A new x-ray department plan- 
ning book covering installations 
for every phase of x-ray and ra- 
dioisotope applications, There are 
three sections on the planning of 
one, two, and four-room diagnostic 
x-ray suites, each section includ- 
ing layouts, wiring diagrams, elec- 
trical specifications and construc- 
tion details. Picker X-Ray Corp., 
Dept. HL11, 25 South Broadway, 
White Plains, N.Y. 


Laboratory clamps (11DL-4)—A 
new brochure illustrating and de- 
tailing a new laboratory clamp 
line. Improved features are: great- 
er strength resulting from frame 
cross-sections resembling structur- 
al shapes; faster clamping action; 


greater rigidity and longer life. 
Labasco, Dept. HLI11, Box 914, 


Durham, N.C. 


Radioactive drugs (11DL-5)—A new 
leaflet designed to help the physi- 


cian describe to his patient what 
it means when he takes. radioac- 
tive drugs and the benefits derived 
from the tests. Abbott Laborato- 
ries, Dept. HL11, North: Chicago, 
Ill. 


Microscopes ( 11DL-6)—A new il- 
lustrated catalogue giving com- 
plete description, including prices 
of new precision microscopes. Also 
describes microscope accessories. 
D. P. Bushnell & Co., Dept. HL11, 
453 Bushnell Bldg., Pasadena, 
Calif. 


Office furniture (11DL-7)—Cata- 
logue with illustrated price list of 
entire line of metal office furniture 
including bookcases, cabinets, li- 
brary shelving, wrap racks and 


check racks. Borroughs Manufac- 


turing Co., Dept. HL11, 3002 N. 
Burdick, Kalamazoo, Mich. 


Infant examinations (11DL-8)—A 
booklet on a new device for im- 
mobilizing infants for X-ray ex- 
aminations and other procedures. 
Included in the device is a gar- 
ment, two pivot bars and a cas- 
sette holder accommodating either 
10 x 12 or 8 x 10 films. Bator Sci- 
entific Products Co., Dept. HL1I, 
Box 8156, Sta. F., Atlanta, Ga. 


Surgical sutures (11DL-9)—A new 
product catalog with each special- 
ty line of sutures listed in separate 
two or four page sections. There 
are 17 individual sections. Ethicon 
Inc., Dept. HL11, Somerville, N.J. 
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Look for this symbo!l of quality Blickman-Built 


the most 


versatile conveyor 
ever built! 


New Variable Capacity FOODVEYOR 
serves either 18, 20, 


Now one food conveyor, the new Blickman Food- 
veyor, has the versatility of four, thanks to Blick- 
man’s exclusive new concept of “variable capacity”’. 
Now the cold compartment can be adapted to serve 
any number of patients from 18 to 24. Capacity 
increases or decreases simply by changing sets of 
non-tilt tray racks. Your conveyor load is governed 
only by your own weekly or daily feeding require- 
ments. And that’s not all. Here are just a few of 
the other advantages you get with the exclusive 
Foodveyor: 

_@ Mechanical forced air refrigeration system cools 
instantly to 40°. % hp compressor cools faster than 
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your refrigerator. Does away with need for cold 
plates, deep freezers or pre-freezing. 

e Spacious heated compartment. Fully insulated 
heated compartment contains 8 easy-glide drawers 
with room on each for 3 nine-inch dinner plates and 
3 bouillon cups. Thermostatic control keeps cooked 
foods oven-fresh and piping hot. 

e Stainless steel construction for lifetime service. 
Foodveyor is constructed of stainless steel inside 
and out. Tray slides and heated drawers are fabri- 
cated of heavy gauge lightweight aluminum. 

Only Blickman makes the revolutionary new Food- 

veyor. For full information see your Blickman dealer 

or write S. Blickman, Inc., 3806 Gregory Avenue, 

Weehawken, New Jersey. 


BLICKMAN 
FOOD SERVICE EQUIPMENT 


f? 
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CANADIAN DISTRIBUTOR: 
Ingram & Bell, Ltd. 
Toronto, Montreal, 


Winnipeg, Calgary, 
Vancouver 


FLEX-STRAW CO.., int'l 


2040 BROADWAY, SANTA MONICA, CALIF. 
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ORIGINAL 


FLEX-STRAW, 


= Proved in a decade of hospital use. 
# Extra-strength paper ...% inch diameter. 


# For hot liquids, coated with high temperature 
resistant micro-crystalline wax. 


#8 Hospital surveys prove FLEX-STRAWS 
cost less. 


= Added protection plus economy! 


CONTACT YOUR 
FLEX-STRAW 
DISTRIBUTOR 

FOR CURRENT QUOTATION 
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HAT TOOLS can the adminis- 

trator use to evaluate his 
dietary department? There are 
many: one of the most recently 
developed is the American Die- 
tetic Association Check Sheet for 
the Hospital Department of Die- 
tetics.1 In addition, there are any 
number of excellent reference ma- 
terials available to supplement the 
administrator’s knowledge of food 
and food service. Patients’ opin- 


ions are another criterion. Now 
from Connecticut comes a dietary 


check sheet which is ideally suited 
to the administrator’s needs as well 
as the special needs of dietetic con- 
sultants. 


NEED FOR SPECIAL CHECK SHEET 


This Check Sheet for Continuing 
Dietary Consultation has been de- 
veloped by the Connecticut Hospi- 
tal Association from the Special 
American Dietetic Association Re- 
port of October 1956, in recog- 
nition of the growing role of die- 
tetic consultation in an increasing 
number of states. Some states are 
including such consultation as a 
part of state hospital licensure pro- 
grams. In Connecticut such a die- 
tetic consultation service has been 
in effect since September 1956 
under the sponsorship of the Con- 
necticut Hospital Association as a 
service to its 33 short-term vol- 


John T. Foster is administrative as- 
sistant at Stamford (Conn.) Hospital and 
this month will receive his master’s de- 
gree in public health from the Yale Uni- 
versity gram in Hospital Administra- 
tion. Jane Hartman is food service spe- 
cialist. Project for Improved Personnel 
and Dietary Administration, Connecticut 
Hospital Association, New Haven. An ab- 
stract of this article appears in the June 
issue of the Journal of the American Die- 
tetic Association. 
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CHECK SHEET HELPS 


HOSPITALS TO EVALUATE 


DIETARY OPERATIONS 


by JOHN T. FOSTER and JANE HARTMAN 


The authors describe the develop- 
ment and use of check sheet for evalu- 
ating hospital dietary departments. 
Prepared by the Connecticut Hospital 
Association,-this evaluation tool is de- 
signed for use by hospital administra- 
tors and dietary consultants. 


untary hospitals. The Connecticut 
Hospital Association was the first 
state hospital association to under- 
take such a service to its members. 
The project is supported by U.S. 


Public Health Service grant, Proj- 


ect W-7 (C-2). 

The Connecticut project high- 
lighted the need for a standard 
frame of reference by which hos- 
pital dietary departments could be 
evaluated. Obviously this frame of 
reference needed to be broad, be- 
cause the food service specialist 
from the outset had to evaluate 
33 hospitals of varying standards 
and with a range of bed size from 
38 to 780 beds. 

In her consultations the food 
service specialist was expected to 
demonstrate improvement in three 
areas: dietary administration, diet 
therapy and dietetic education. Im- 
portant, therefore, was a set of 
criteria that would reflect such im- 
provement. Before change could be 
measured, a baseline survey was 


required. 


With these needs in mind, the 
food service specialist and project 


sponsors settled upon the Check 
Sheet for the Hospital Department 
of Dietetics. The result of a two- 
year study by a special committee 
of the American Dietetic Associ- 
ation, the check sheet formulated 
a pattern which could be used in 
evaluating a hospital department 
of dietetics. It should be empha- 
sized that this ADA check sheet 
was not designed as a consultation 
check sheet but rather as a simple 
evaluation device that might even- 
tually meet the needs of the Joint 
Commission on Accreditation of 
Hospitals in its periodic evalu- 
ations. This distinction is suf- 
ficiently fine that it is doubtful 
whether it could have been ap- 
preciated, except as a result of 
such a pragmatic trial provided 
by the first 18 months of the Con- 
necticut project. 

At the outset in Connecticut the 
ADA check sheet seemed a very 
adequate tool. It provided a useful 
beginning for that project. The 
check sheet was used to evaluate 
the 33 hospitals surveyed by the 
CHA food service specialist in 
1956. It was also used in 1958 for 
a re-survey of all these hospitals 
as part of an interim evaluation of 
the project undertaken by a stu- 
dent in hospital administration at 
Yale University. During the in- 
tervening months, the check sheet 
provided a continuing frame of 
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Now you ONE! 


to An the foods AWE, 


Cooks and chefs in a great variety of food 
service operations have already been using 
Kraft’s FLAVORIZER for a number of 
months. They have found it will restore in 
fresh, frozen or canned foods the original fresh 
taste that is unavoidably lost in processing, 
shipping, and storage. 
_ FLAVORIZER is a unique blend of nature’s 
own flavor elements. As such, it activates not 
only proteins, like monosodium glutamate 
does, but four additional flavor components 
as well: natural salts, oils, resins, and sugars. 
Because of this extraordinary 5-way action, 


FLAVORIZER brings out the lively, natural 


flavors in meats, fish, poultry, eggs, cheese, 


vegetables, sauces, gravies, soups, and appe- 
tizers. Even reheated roasts and stews re-_ 
cover rich, hearty aroma when simmered in 
FLAVORIZER broth. 

Try FLAVORIZER in your dishes. It acts up- 
on more facets of food flavor. It will therefore 
revive and sustain natural flavor at its fullest. 
This tastable difference in food quality means 
more satisfied patrons and greater volume for 
you. For a demonstration in your kitchen... 
for free recipes, see your Kraft man soon. 


KRAFT FOODS 
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most effective 
flavoring agent 
on the market 


Monosodiu™ 
glutamate 


MODERN MAGIC 
FOOD SEASONING 
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reference for the specialist and for 
the administrators and dietitians 
that she served. 

This experience, however, dem- 
onstrated that a continuing con- 
sultation service presented special 
needs that could not be met by the 
ADA check sheet. Criteria should 
be regrouped under headings that 
were semantically meaningful to 
hospital administrators, If the 
check sheet was to be helpful in 


this continuing type of consulta- 
tion, a simple system of relative 


- seoring should be used instead of 


the “yes”-“‘no” approach used in 
the check sheet. 

To meet these recommendations, 
the Connecticut Hospital Associ- 
ation developed a new check sheet 
that would more closely meet the 
needs of a continuing consultation 
service for its member hospitals. 
The new check sheet shown below 


and on page 75 groups questions 
into six categories: staffing, man- 
agement policies, facilities, sani- 
tary practice, therapeutic func- 
tions and food service standards. 
The check sheet also provides a 
scoring system which indicates 
above average, average or below. 
average performance. | 7 


The staffing section of the check 


CHECK SHEET FOR CONTINUING DIETARY CONSULTATION—HOSPITALS 


Prepared by Connecticut Hospital Association for use by hospital adminis- 
trators and dietary consultants in. evaluating hospital dietary departments. 


+ AV. — Av. — 
A. STAFFING OF DIETARY DEPARTMENT 1. Does purchasing sy stem take ad- 
vantage of competitive prices? 
1. Qualification of dietary depart- 8. Is there an effective system of 
ment head. perpetual inventory of foods 
Name and supplies? 
(A.D.A. eligi- 9. Is record kept of cost of main- 
er academic? ) taining equipment? 
.10. Reasonable raw food expense 
Experience 
meal) ? 
Comments Comments 
2. Qualification of dietary staff. 11. Reasonable expense for —_— 
a. Number of qualified dietitians__ and wages ($——_-per meal)? 
b. Number of food service super- Comments PERS 
visors_ 12. Is there formal orientation of 
| c. Comments ‘a new employees? 
3. Effectiveness of dietary workers. 13. Is there written plan of organ- oe 
Number of workers. ization of dietary department? 
Comments eae 14. Are there written job descrip- 
4. Adequacy of clerical help. tions for all employees? 
Comments 15. Is supervision designated for all 
5. Inservice dietary and safety working hours? 
training. 16. Are personnel subject to regular 
6. Is professional growth of pro- evaluation of performance? 
fessional staff encouraged? 
C. FACILITIES OF DIETARY DEPARTMENT (in- 
7. Relative stability of dietary ; 
work force. 
Comments 1. Receiving of food. 
2. Dry storage. 
8. MANAGEMENT POLICIES 
——| —— | 3. Refrigeration. 
1. Does the dietitian meet at least 4. Preparation of food. 
-weekly with administration? : 
? 3 5. Cooking of food. 
2. Are dietary department confer- 6 Geet £ food ——— 
3. Are all funds for dietary ex- 7. Dishwashing. siibiiinalcnice 
penses budgeted? 8. Waste and garbage disposal. | 
4. Is dietary department subject 9. Ventilation of department. 
to man-hours budget? 10. Storage of housekeeping sup- 
5. Is standardized food cost ac- plies. : a 
counting used? 11. Drinking fountains and hand 
6. Are food and equipment pur- washbasins in kitchen areas. 7 
chased according to _ specifica- 12. Is preventive maintenance ade- 
tions? quate? 
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sheet was developed on the pre- 
mise that the quality and quantity 
of assigned personnel are basic 
concerns of the dietary consultant 
as well as of the hospital adminis- 
trator. The check sheet recognizes 
these criteria for not only the staff 
leaders but also for the dietary 
subordinates. Although the Joint 
Commission has re-stated its be- 
lief in the desirability of direction 
of the dietary department by an 


ADA dietitian, the form allows for 
the inclusion of experience equiva- 
lents, since it will be many years 
before all hospitals can be ex- 
pected to attain such a goal.? 


MANAGEMENT POLICIES 


The increasing attention being 
given to the continued rise of hos- 
pital costs makes it inevitable that 
the efficiency, economy and ef- 
fectiveness of administrative sys- 


tems of so costly a hospital depart- 
ment as food service be subject to 
continuing scrutiny. Effective com- 
munication between the adminis- 
trator and the director of dietetics 
is essential. No longer can expedi- 
ency be pleaded as an excuse for 
failing to use the budget as a basic 
management control. Personnel 
practices are just as important in 
the dietary department as in other 
hospital departments. These phi- 


+ AV. — 


+ AV. — 


Is there evidence of systematic 


13. 

- replacement of equipment? 

14. Is there adequate office space for 
departmental needs? 

15. Adequacy of dining areas. 

16. Adequacy of communications de- 
vices. 

17. Adequacy of food distribution 


system. 


D. SANITARY PRACTICES 


1. Is there regular inspection by 
official sanitarian (monthly pref- 
erable) ? 

2. Adequacy of housekeeping (in- 
cluding ceilings! ) 

3. Adequacy of dishwashing (ther- 
mometer temperatures—___ ) 

4. Condition of storage and refrig- 
eration areas. 

5. Individual temperature controls 
in refrigerators. 

6. Adequate separation of food sup- 
plies and waste or garbage. 

7. Are uniforms required for all 
dietary personnel? 

8. Are individual lockers provided? 

9. Are employee restrooms clean? 

10. Is employee smoking controlled? 

11. Is ventilation system clean and 
controlled for cross-infection? 

12. Are complete physical exams of 
new personnel required before 
assignment? 

13. Are regular physical re-exami- 


nations required (six months at 
least) ? | 


E. THERAPEUTIC FUNCTIONS 


1. Is there regular communication 
between dietary and medical 
staff ? 

2. Does the dietitian make medical 
rounds? 

3. Does the dietitian have access to 


patients’ medical records? 
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Does the dietitian comment on 
patients’ medical records? 

Is there a current diet manual 
in use? | 
Do qualified dietary personnel 
visit all patients regularly? 
Do qualified dietary personnel 
visit patients on modified diets 
regularly ? 

Are standard diets checked for 
nutritional adequacy ? 

Are modified diets checked for 
nutritional adequacy ? 

Is physician’s written order re- 
quired for all modified diets? 
Are discharge diets and nutrition 
instruction given patients? 


F. FOOD SERVICE STANDARDS 
1. 


Is there regular checking to de- 
termine acceptability of menus 
with patients? 

Is selective menu offered all pa- 
tients? 

Spacing of patient meals (not 
more than 14 hours between eve- 
ning and morning meal times) 


Acceptability of employee menus. 


Is food prepared so as to con- | 


serve nutritional values and en- 
hance palatability ? 

Does food reach the patients at 
correct temperatures? | 

Do meals as served meet aesthetic 
standards for color, texture and 
palatability ? 

Are the individual preferences of 
patients utilized? 


G. GENERAL COMMENTS: 
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| 4. | 
6. 
7. 
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Flavor is why 


times many eating places serve 
Heinz ick any other brand 


You can add worlds of appetite appeal simply by 
dressing up a plate with Heinz Pickles. That’s one 
reason twice as many eating places serve Heinz 
Pickles, according to a recent independent survey! 


ou know, yourself, how much more 
 gtmwsd a sandwich or salad plate 
looks and tastes with Heinz Pickles on it. 
And that’s the way it looks even to your 
poorest eaters. They like the extra touch. 


Heinz Pickles have proved appetite — 


appeal, because they’re always tempting, HA MBU RGER 


crisp, and flavorful. All 18 kinds are PICKLE SLICES_ 


made from Heinz own tender-skinned 
cucumbers, Heinz White Vinegar and 


—the tastier pickles. 


rare spices. By all means order Heinz ence are 


Heinz Salad Dressing 
and Vinegar help give a 
flavor-lift to salads, too. 


e@ Using flavorful Heinz 
Salad Dressing, French 
Dressing and Vinegar 
tempts sagging appe- 
tites. Heinz dressings 
are uniform in quality 
from top to bottom of 
jar. Your key to better 
cost control, less waste. 
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losophies are refiected in the 
management “section of the check 
sheet. | 
Grandmother’s earthenware jar 
may have made “the best baked 
beans ever cooked’’, but present 
day quantity cookery and sanitary 
standards demand that efficient 


production can only come from 


modern equipment, properly ar- 
ranged. The high initial cost of 
equipment demands the further 
consideration of systematic main- 
tenance, both preventive and cor- 
rective, to ensure maximum ef- 
ficiency and life. The check sheet 
provides for inspection of food re- 
ceiving, storage, preparation, serv- 
ice and disposal facilities. This 
section of the check sheet also con- 
siders the dining areas, the food 
distribution system, and office 
space. 


SANITARY PRACTICES 


The increasing concern over 
staphylococcus aureus outbreaks in 
hospitals coupled with the ever- 
present threat of food contamin- 
ation make sanitation another vital 
aspect of dietary administration. 
Since many states or communities 
do not provide or enforce adequate 
sanitary codes, it is all the more 
important that food storage, prepa- 
ration, distribution, and disposal 
be subject to continuing scrutiny. 
The hospital’s medical standards 
and public relations are threatened 
when carelessness is permitted. 

The questions in this section of 
the check sheet provide for in- 
spection of housekeeping and dish- 
washing practices and refriger- 
ation facilities. 


The therapeutic function of the 
dietary department involves more 
than meeting basic nutritional re- 
quirements. It includes preparation 
of a diet manual and keeping it 
current. The manual also must be 
fully understood and used by the 
nursing and medical staffs. 

Individual food preferences and 
local food habits should be con- 
sidered in planning modified diets 
to meet therapeutic requirements. 

Another essential therapeutic 
function is diet instruction of pa- 
tients. While printed diet sheets 
are better than none, the best in- 
struction is individualized to the 
needs of each patient. The thera- 
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peutic section of the check sheet 
provides for these considerations. 


Just as good public relations has 
an accepted dollar and cents value 
and medicine increasingly recog- 
nizes the emotional factors in ill- 
ness, so the modern dietary ad- 
ministration recognizes that the 
aesthetic standards of food service 
go hand-in-hand with the nutri- 
tional requirements in ensuring 
satisfied patients. Also, few hospi- 
tals using selective menus would 


be willing to give them up because 
selective menus have proved their 
economy as well as their benefits 
in patient acceptance. 

The Connecticut check sheet is 
presented not as a final answer but 
as another step towards the de- 
velopment of an effective, work- 
able tool for evaluation of hospital 
dietary department operation. 8 
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NOTES AND COMMENT 


Refrigerator shutdown considered safer 

With anticipated decreases in patient load during the summer months, 
some hospitals will be faced with the problem of whether to shut down 
some of their refrigeration equipment or to keep it in full operation 


during the summer. 


A recent issue of the Koch Refrigerator service bulletin offers 


the following advice on the sub- 
ject. The commonly used frac- 
tional horsepower condensing units 
(of the hermetic variety) may be 
left on all summer or may be 
turned off by merely pulling the 
switch. If the refrigerator is shut 
off, at least one door must be left 
open during the shutdown period. 

Shutting down refrigerators 
eliminates the possibility of me- 
chanical damage during a period 
when the equipment will be in- 
spected less frequently. Pulling 
the switch is cheaper, too, the 
bulletin stated. Although the ac- 
tual amount in dollars and cents 
is relatively small either way, the 
bulletin estimates that it probably 
would cost $10 to operate an 
empty closed refrigerator for 10 
weeks whereas the cost of bring- 
ing the refrigerator down to tem- 
perature in the fall would prob- 
ably be only a few cents. bd 


| Cornell offers courses 

in food service equipment 

A series of two-week courses in 
various aspects of food service 
equipment, its layout and engi- 
neering, will be included in the 
program of the 1959 summer 
school of hotel] and restaurant ad- 
ministration at Cornell University. 

The courses are arranged ex- 
pressly for dietitians, food service 
managers, food service equipment 
planners and designers, and sales 
personnel. The courses are open, 
without academic entrance re- 


quirements, to all those who have 
experience in food work or in 
food facilities and equipment work. 

The courses are geared to the 
problems of planning a new proj- 
ect or rehabilitating an existing 
unit of food service facilities for 
a hospital, restaurant, club, hotel 
or industrial plant. The specific 
courses and their scheduled dates 


are as follows: preliminary plan- 


ning and programing, July 6-18; 
food service equipment layout, 
July 20-August 1; and food fa- 
cilities engineering, August 3-15. 

Further information on _ the 
courses may be obtained from 
H. B. Meek, dean, Cornell Univer- 
sity, Ithaca, N. Y. 


DuBois foundation awards 


scholarships to interns 


The T. V. DuBois Foundation of 
Cincinnati, Ohio, announces the 
availability of scholarships to stu- 
dent dietitians for use during their 
internship year. The scholarships 
are awarded to the state dietetic 
associations, who in turn select 
recipients who are planning to 
serve dietetic internships in in- 
stitutions approved for training 
by the American Dietetic Associa- 
tion. 

At this tke the Foundation is 
making plans to grant scholarships 
to 20 state dietetic associations. 
Twenty-one state dietetic associ- 
ations received sholarships from 
the Foundation last year. . 
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New 
Your keys to 
money-saving kitchen efficiency! ( 


SEND TODAY for 
new full-line brochure 
$D-3814, describing 
complete TOLEDO line 
of advanced design 
‘kitchen machines. 


Break those costly bottlenecks caused by obso- choice of Toledo meat processing machines, 
lete equipment or old-fashioned hand methods. __ peelers, disposers, dishwashers and other Toledo 
Save time and manpower—cut waste and im- equipment you’ll find just what you need to 
prove sanitation. Choose modern, new Toledos __ bring money-saving efficiency to your kitchen! 


for the key jobs in your kitchen. In the wide TOLEDO SCALE CORPORATION 
Kitchen Machine Division © 245 Hollenbeck Street, Rochester, N. Y. 


DOOR-TYPE COUNTER CONVEYOR _—HI-SPEED SAWS CHOPPERS MIXERS SLICERS DISPOSERS 
DISHWASHERS DISHWASHERS DISHWASHERS 
TODAY, MORE THAN EVER IT PAYS TO GO ‘TOLEDO ALL THE WAY! 
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OR THE past six years the new 
Lankenau Hospital in Phila- 


_delphia has had its doors open to - 


millions of patients and visitors 
from all parts of the world. The 
beauty of its architecture and dec- 
oration throughout is equaled only 
by the exterior and beautiful land- 
scape which surrounds it. How- 
ever, as time has passed, Lan- 
kenau, like any other hospital, has 
had to tackle the very important 
task of maintaining its beauty. A 
planned redecoration program was 
established in 1958. 


THE SYSTEM OF CONTROL 


The first step in originating a 
perpetual redecoration program 
was to set up a control whereby 
the executive housekeeper could 
keep a perpetual record of all 
areas and items serviced. In ad- 
dition, an automatic reminder was 
considered desirable to inform her 
when each item should be re- 
viewed again for possible atten- 
tion. A representative of an office 
supply and record company was 
called in, and with the executive 
housekeeper and administrative 
resident drew up a visible card file 
system containing the necessary 
information (Figure 1), 

In the completed system, a card 
is maintained for each room and 
hallway in the hospital and is 
filed in individual pockets of a 
metal visible card file. The neces- 
sary items—‘“walls washed,” “walls 
painted,” “ceiling cleaned,” etc.— 
are printed permanently on each 
card with corresponding date 
blocks, but additional space is pro- 
vided for any other items that 
may be needed. Each card has 
two “tickler” systems, one indi- 
cating the month when items in 
the room are to be checked, and 
a 31-day tickler for the housekeep- 
er’s use in scheduling the work 

H. W. Maysent is assistant director, 
Lankenau Hospital, Philadelphia. At the 
time this article was prepared, Maurice 
P. Coffee Jr. was administrative assistant, 
Lankenau Hospital. He is now assistant 


administrator, Shadyside Hospital, Pitts- 
burgh. 


PERPETUAL SCHEDULE 
KEEPS REDECORATION 


by H. W. MAYSENT and 
MAURICE P. COFFEE JR. 


A carefully planned and continuous 
redecoration program is the best ap- 
proach to maintaining a hospital’s in- 
terior beauty, the author states. He 
discusses the redecoration program in 
use at Lankenau Hospital—the con- 
trol system and bases for selection of 
drapery materials and other fabrics. 
A model set of specifications for fin- 
ished draperies is also included. 


for completion. Each card has a 
four-year life, with two years 
charted on each side. Two thou- 
sand cards were ordered, giving 
the system a minimum life span 
of 10 years without need of ad- 
ditional supplies. The total cost 
of the control set-up was $200, 
an actual cost of approximately 
$20 per year. 

After setting up the controls, 


‘we turned our attention to the 


MOVING 


equally important job of securing 
supplies tailored to meet speci- 
fications. The procedure which 
evolved consists of six steps: 

1. Define any problem growing 
out of materials or methods in 
current use. 

2. Study the good qualities of 
present materials in use after four 
years of service. 

3. Set up the ideal quality and/ 
or standard. 

4. Search the market and obtain 
available samples. 

5. Test the samples. 

. 6. Select the one that most close- 
ly fits the need. 


SELECTING PAINT 


An intensive paint-testing pro- 
gram was carried out to find a 
flat interior paint that was odor- 
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A VISIBLE card file system, with colored signals mounted along the bottom of each card, is 


the heart of the cleaning and redecoration program at Lankenau Hospital, 


Philadelphia. 
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ATTEND 

THE 
ES 
ANNUAL 
MEETING 
OF 
THE 
AMERICAN 
HOSPITAL 
ASSOCIATION 
IN 
NEW YORK CITY 
FROM 
AUGUST 24-27, 1959 


For the first time since 1911 (the 13th Annual Meeting), the AHA will meet in New 
York City. A challenging program is rapidly taking shape, featuring distinguished 
_ speakers from the hospital field and from industry. The largest Hospital Merchandise 
Mart—technical and educational exhibit—in the history of the AHA will give you the 
opportunity to examine and discuss equipment you may need for your hospital. 


Combine a vacation in glamorous New York City, with four days of profitable meetings 
in the air-conditioned Coliseum. Make it a real holiday with your family! 
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less, easy to clean, and quick dry- 
ing.* 
SELECTING DRAPERY MATERIALS 

A study of all draperies in the 
hospital led to the following con- 
clusions (all draperies were in use 
for four years at time of study): 

1. Cotton and linen had the long- 
est life. All draperies made of 
either fiber, or a combination of 
the two, did not need replacement. 

2. All draperies made of various 
synthetic materials needed replace- 
ment because of rips and tears due 
to weakened fibers. (This may 
have been due in part to the large 
sizes of the windows for which 
these fabrics were made.) 

3. Material which was loosely 
woven, although it provided de- 
sirable variation in texture, was 
the first to need replacement. The 
‘ majority of these draperies were 
of synthetic materials. 

4. Material with heavy warp and 
filler fibers of nearly equal weight 
seemed to be in best condition. 
However, the life of material hav- 
ing a variation of heavy and light 
ply fibers was limited to the life 
of the lighter ply fiber. 

After studying the findings, all 
draperies were standardized as 
follows: 

Material—Superior grade of lin- 
en, cotton, or combination of the 
two fibers. 

Weave—tTightly woven of heavy 
ply fibers. 

Characteristics—Fadeproof and 
self-lining to the degree necessary 
for desired light penetration of 
specific areas. 

Model specifications were 
adopted for fabrication of dra- 
peries and were used in soliciting 
bids from manufacturers. The spe- 
cifications include the following 
points: 

1. All patterned materials shall 
be accurately side-matched in 
pairs as requested. 

2. All selvages shall be removed 
unless otherwise directed by the 
hospital. 

3. (a) Side hem shall be 1%- 
inch double turned for all areas 
excepting windows more than 12 
feet in height. 

(b) Side hem for larger win- 
dows shall be 2-inch double 


turned. 


*For a report of the findings in this 

see: Maysent, W., and Coffee, 

Jr., Comparative testing of interior 

wall ‘patrits HOSPITALS, J.A.H.A. 31:66 Dec. 


4. (a) Bottom hem shall be 3- 
inch double hemmed for all areas 
excepting windows more than 12 
feet in height. | 

(b) Bottom hem for larger win- 
dows shall be 4-inch double 
hemmed. 

5. Top of draperies shall be 
pinch pleated with water-repel- 
lent 3-inch buckram. 

6. Each drapery shall be no less 
than 125 per cent fullness when 
drawn and shall have sufficient 


pleats to warrant this fullness. 


7. Top of pinch pleats shall have 
no less than two threads of 30/2 
ply securely sewn through the top 
of the pleats with not less than 
three hand stitchings, and secure- 
ly locked to prevent the opening 
of the pleats at the top. 

8. Each hook shall be placed so 
as to allow no more than one-half 
inch clearance between top of 
draperies and the ceiling or soffit 
of window. No hooks to be sewn 
into drapes. Pin-type hooks to be 
attached at the time of installa- 
tion. 

9. Draperies shall have corner 
weights sewn in securely at bot- 
tom return. 

10. All draperies shall be tabled 
to finished dimensions and a pair 
of each fabric shall be submitted 
and tested before proceeding with 
the order. 

11. Unless otherwise indicated, 
all draperies shall hang to one 
inch above sills. 

Bidders were instructed in the 
specifications to visit the installa- 
tion site before submitting bids so 
that the original bid could be 
fairly accepted as final. 


CHAIR COVERINGS 


The original material used to 
cover easy chairs in all patients’ 
rooms was a heavy woolen cloth. 
Although it was comfortable and 
pleasing to the eye, this fabric 
wore poorly and was easily soiled. 

In other areas of the hospital, 
chairs were covered in heavy plas- 
tic leather-like material. These 
chairs, which received heavy wear 
in public areas, were in excellent 
condition after four years of use. 
Even white sofas and chairs looked 
like new at the time the survey 
was made. 

Leather-like plastic was the fnal 
choice for re-covering patients’ 
lounge chairs. We found that most 


manufacturers have at least two 
grades of this fabric. The heaviest 
and thickest grade is the best, but 
is also more expensive. In studying 
the top offerings of the well-known 
manufacturers, the superiority of 
any one fabric could not be deter- 
mined. The two best grades of 
each company seemed comparable 
in quality, offered a wide choice 
of colors, and a limited choice of 
texture. 


PLANNING REDECORATION SCHEDULES 
After planning the control set- 


up and securing the paint, dra- 


peries, and chair covering, atten- 
tion was directed toward setting 
up a schedule for necessary clean- 
ing and painting of all hospital 


- rooms and halls. The schedule for 


redecorating patients’ rooms was 
the only real problem, being com- 
plicated by an extremely heavy 
average occupancy of 92 per cent, 
with some services running over 
102 per cent. A meeting was called 
with representatives of the med- 
ical staff committee on admissions, 
administration and the housekeep- 
ing department. The executive 
housekeeper’s plan called for two 
rooms to be set aside each day for 
redecoration, upon discharge or 
transfer of patients prior to 11 
a.m. each morning, Monday 
through Friday. | 

Then the following steps were 
worked out: 

1. A team of housemen would 
remove drapes, bed, curtains, and 
furniture, and clean the ceiling. 

2. Two painters would follow 
immediately, spotting and spack- 
ling walls and trim, then painting © 
the entire room and the hallway 
outside the two rooms. 

3. The team of housemen would 
return immediately after painting 
(paint dries in 15 minutes), strip 
and wax the floor, hang washed 


or new drapes, and replace fur- 


nishings. 

4. The patients’ lounge chairs to 
be re-covered would be removed 
and replaced with newly recover- 
ed chairs. 

5. Rooms completed between 11 
a.m. and 3 p.m. could be occupied 
by late arrivals or emergency pa- 
tients. (The paint used leaves no 
offensive odor.) 

The plan was approved and a 
basic schedule was devised. A let- 
ter to each member of the medical 
staff advising of the need and plan 
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for redecoration was sent over the 
Signature of the chairman of the 
admissions committee. 

At this point, the materials and 
the controls necessary to carry out 
a continuous redecoration program 
were complete. After a group con- 
ference with the housekeeping, 
admissions, engineering, nursing, 
laundry, purchasing, and dietary 
departments, at which time minor 
details were ironed out, the pro- 
gram was put into effect. 

The program has _ progressed 
with gratifying results. The pa- 
tients are pleased with the bright, 
fresh colors. The housekeeping de- 
partment is especially pleased with 
washability, and physicians and 
employees alike appreciate the 


over-all beauty. 

As the months and years go by, 
we feel that the redecoration pro- 
gram will continue essentially as 
planned and that periodic evalua- 
tion of supplies in use as well as 
the testing of new products will 
keep the program effective. We 
will strive to see that the neces- 
sary communication and coordi- 
nation is maintained. In addition, 
important information contained 
in the housekeeper’s “redecoration 
control” records will be exception- 
ally valuable in developing sta- 
tistics to guide future purchases 
of draperies, paints, chairs, chair 
coverings, etc., and in developing 
an increasingly accurate expense 
budget. 


NOTES AND COMMENT 


Certified products listed by hotel association 


The American Hotel Association has recently published its 1959 Certi- 
fied Products List of cleaning and maintenance supplies. 

Products listed in this publication have been tested and certified by an 
independent testing laboratory for compliance with the minimum per- 
formance requirements of the American Hotel Association. 


The following product categories 
are included in the list: abrasive 
cleaners; bow] cleaners; carpet and 
rug cleaners; dishwashing com- 
pounds; floor cleaners; floor pol- 
ishes; furniture polishes; general 
purpose cleaners; glass cleaners; 
metal polishes; mothproofing com- 
pounds; paints; porcelain cleaners; 
sliver polishes, and upholstery 
cleaners. 1 

Not all products which may 
meet the hotel association’s mini- 
mum performance requirements 
are included in the list, but only 
those for which samples were sub- 
mitted prior to Nov. 30, 1958, for 
testing and certification. Hospitals 
currently using products not on 
this list may suggest to their sup- 
plier that they submit samples for 
testing and certification in order 
that they may appear on future 
lists. 

Member hospitals of the Ameri- 
can Hospital Association may re- 
ceive a copy of this list from AHA 
headquarters at 840 North Lake 
Shore Drive, Chicago 11, Ill. (Attn: 
Jack Dillman) There is no charge 
for the list. a 


CORNELL SUMMER PROGRAM 
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AMERICA’S LEADING OPEN-END WASHER 


Dependable — Economical — Efficient 
Stainless Steel Construction Inside and Out... 


Ideal for 
ON-THE-PREMISES 
LAUNDRIES 

WASHETTE for Nurseries 
WASHETTE for Operating Rooms 
WASHETTE for Contagious Wards rrr 
WASHETTE for Maintenance wash 
Up-to-the-minute construction 
and design provides sterilizing, 
washing rubber wear, etc. 


Completely Flexib!e Cook Wash- 
elte fits all the varied and 
complex laundry problems. 


Reduce linen inventories - SAVE! 
Have what you need where and 
when you need it. 

Available in 25, 50, 75, 100 Ib. 
sizes, pedestal and cabinet models; 


automatic, semi-automatic, manval 
controls; supply injector avoilable. 


Write for FREE brochure 
WASHERS - EXTRACTORS 
DRY TUMBLERS 6 
48-Hour Shipment on all Standard Model 


4301 S. Fitzhugh Ave. Dallas 10, Texas 
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DEADLINE EXTENDED 


Applications for the Hospital Administrators De- 
velopment Program at Cornell University, if made 
promptly, will still receive consideration. Essen- 
tial facts concerning this program are: | 


Dates: June 22-July 31, 1959 

Eligible: Administrators or assistant ad- 
ministrators, Hospitals and _ allied 
agencies 

Content: Developments in medical care 
programs; administrative theory and 
practice; trends in hospital adminis- 
tration; each involving daily lectures, 
assigned readings and discussion 

Faculty: Distinguished visiting lecturers 
plus resident faculty 

Housing: Group living in “The Oaks,” 
a Cornell fraternity house ; off-campus 
accommodations available for families 

Costs: Subsidized by the Alfred P. Sloan 
Foundation; charge to participant 
limited to $200, covering tuition, 
supplies, room and nearly all meals, 
for six-week period _ 

Apply to: Director, H.A.D.P., 
Sloan Institute of Hospital Administration, 

Cornell University, Ithaca, New York 
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THe Recovery Room; A SYMPOSIUM. 
John Adriani and John B. Parm- 
ley. Springfield, [11., Thomas, 1958. 
123 pp. $4.25. 


“A symposium of use, not only 
to those who are contemplating 
adding a recovery room to their 


took mevicws 


Recovery room source book 


hospitals, but also to administra- 
tors, nursing instructors and train- 
ees in anesthesiology and surgery 
who are concerned with already 
established recovery rooms.” 
Thus do the authors 
their slight but wiry volume which 


preface 


People at work with Ideas 


3545 Lindell Boulevard 
St. Lovis 3, Missouri 
- Jefferson 5-6022 


430 West Monroe Street 2015 J Street 
Jacksonville 2, Florida 


Eigin 3-3226 


THE CITIZEN ARMY 


For nearly two decades it has been our conviction that 
the achievement of success in any public appeal for 
funds rests with your fellow citizen . . . the volunteer 
campaign committeeman. That’s why Lawson Associ- 
ates Hospital Campaigns call for the biggest part of 
our work week to be given over to organizing and 
educating these men and women who ultimately rep- 
resent your hospital to the giving public. If there is 
any key to success in hospital fund raising, it is the 
effectiveness of this citizen army. And that’s why we 
work harder at volunteer organizing and educating 
than at any other single aspect of a campaign. 


LAWSON ASSOCIATES... 


reiting (punscl 


53 North Park Avenue - Rockville Centre, New York — 
Rockville Centre 6-8000 


24 North Wabash Ave. 
Chicago 2, Iilinois 
Financial 6-4504 


Sacramento 14, Calif. 
Hickory 6-5759 


101 Jones Building 
Seattie 1, Washington 
Mutual 2-3691 


624-736 Granville St. 
Vancouver, B. C. 
Mutual 4-2618 


Report on nurse staffing 
Status of Negro physicians 


asks most of the questions which 
could conceivably be asked about 
the practical problems encoun- 
tered in conducting recovery room 
activity. Where more than one an- 
swer is good, the authors have 
drawn -on the experience of sev- 
eral equally well qualified re- 
spondents. 

The symposium deals with the 
subject of location, physical ar- 
rangement, economics and ad- 
ministration, including staffing and 
responsibilities. Included are ade- 
quate lists of equipment and sup- 
plies, and photographs of special | 
items. The chapter on policies and 
procedures encompasses the topics 
of “hours open”, “type of patients 
which should go to the recovery 
room”, “length of stay and dis- 
charge”, “records”, “return to 
ward”, “visitors”, “referring doc- 
tor”, and “private duty nurses”. 

The authors have included chap- 
ters that set forth the details of 
general patient management, as 
well as the management of the 
special problems encountered in | 
recovery room care of special sur- 
gical patients. These chapters will 
serve as an excellent and practical 
day-to-day guide to recovery room 
personnel. 

This book should spend an eve- 


ning with the administrator, a 


few days in nursing service ad- 
ministration, and the rest of its 
life in ready reference to the re- 
covery room.—A. E. LANDON, ad- 
ministrator, Asbury Hospital, Sa- 
lina, Kans. 


Report on nurse staffing 


EFFECT OF NURSE STAFFING ON SAT- 
ISFACTIONS WITH NURSING CARE. 
Faye G. Abdellah and Eugene Le- 
vine. (Hospital Monograph Series 
No. 4) Chicago, American Hospital 
Association, 1958. 82 pp. $2.50. 
Does the supply of nurses in a 
hospital influence patients’ and | 
personnel’s satisfaction with the 
nursing care provided at that hos- 
pital? Abdellah and Levine ex- 
plored this question in 60 hospitals 
having various nurse-patient ra- 
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tios. Satisfaction with nursing care 
was measured by check lists on 
which 9451 patients and 11,151 
staff members reported omissions 
in nursing care occurring on that 
or a previous day. 

Findings showed patients’ (ex- 
cluding obstetrical cases) satis- 
_ faction increased with the amount 
of professional nursing time avail- 
able; among nursing personnel it 
increased with total nursing time. 
No relationships between amount 
and adequacy of care were found 
for obstetrical patients, doctors, 
aides, or orderlies. The authors 
_ discuss their findings critically and 
propose various explanations for 
them. 

The report includes a 33-item 
bibliography. Although many of 
these references will be familiar 
to the readers of this Journal, 
there are some which have not 
yet had wide circulation. 

The monograph is well organ- 
ized and indicates careful thought 
and planning. Difficult statistical 
materials are placed in an appen- 
dix and their contents summarized 


in the text. Thus, the authors avoid 
two pitfalls often seen in this field: 
the over-simplified, superficial re- 
port, and the unnecessarily tech- 
nical one of little practical use. In 
summary, the monograph should 
be of interest to all persons con- 
cerned with hospital operation and 
especially to persons involved in 
administration of nursing services. 
— JOAN S. DODGE, PH.D., research 
associate, Sloan. Institute of Hos- 
pital Administration, Cornell Uni- 
versity 


Status of Negro physicians 


NEGROES AND MEDICINE. Dietrich C. 
Reitzes. Cambridge, Harvard Uni- 
versity Press, 1958. 400 pp. $7. 
This study has two main sec- 

tions. The first is a statistical anal- 

ysis, utilizing data on Negro medi- 
cal students (number, acceptances 
and relations to background) 
from medical schools and the As- 
sociation of American Medical 

Colleges. The second is an iden- 

tification and analysis of factors 

facilitating or inhibiting the inte- 
gration of Negro physicians in 


medicine. This section uses infor- 
mation obtained from a case study 
of 14 metropolitan communities. 

Of general interest are the so- 
bering observations regarding the 
number of Negro physicians versus 
non-Negro physicians relative to 
the respective populations and 
speculations on what this implies 
for total community health. More 
heartening are statements. re- 
garding the increasing number of 
Negro medical students and the 
diminishing problem of discrimi- 
nation among predominantly non- 
white medical schools. 

Of specific interest to the hos- 
pital administrator are the con- 
clusions that the most important 
factor governing the kind of med- 
ical care physicians can provide is 
the opportunity physicians have 
for “continual education through 
hospital affiliations” -and that the 
hospital is a key factor influencing 
integration. The comment is made 
that integration of the Negro into 
the social structure and the medi- 
cal profession is easiest at the bot- 

(Continued on page 104) 
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Record making and record keeping has become a growing and costly 
part of hospital operation. Few staff members and employees are 
free of time-consuming paper work. Lost charges, expensive errors 
and duplication of work make managements’ problems more difficult. 


THERE IS A SOLUTION! 
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Shelby's streamlined admit- 
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personnel changes 


@ 1. Ellis Behrman has resigned as 
director of Newark Beth Israel 
Hospital, Newark, N.J., after 30 
years of service. Mr. Behrman has 
a degree in civil engineering from 
Cornell University, and in 1948 he 
received an honorary degree of 
doctor of engineering from the 
Newark College of Engineering. 
Mr. Behrman has been with the 
New Jersey Hospital Association 
for many years and served as as- 
sociation president in 1944 and 
1945. Dr. Jacob H. Rosenkrantz will 
succeed the retiring Mr. Behrman 
on August 1, leaving his post 
of administrator of the southern 
branch of the Albert Einstein 
Medical Center, Philadelphia. 


@ B. J. Caldwell has been appointed 
administrator of Presbyterian Hos- 


pital-Olmsted Memorial, Holly- 
wood, Calif. He was formerly — 


administrator of the Memorial 
Hospital of Glendale (Calif.). Mr. 
Caldwell received his bachelor’s 
degree from Occidental College, 
and completed his graduate work 
at the University of Southern Cal- 
ifornia. He succeeds Percy F. Riggs 
who died in November 1958. 


@ David C. Dimendberg has been ap- 
pointed assistant administrator of 
Harlem Hospital, New York. He 
was formerly assistant director of 
Hospital for Joint Diseases, New 
York. Mr. Dimendberg is a grad- 
uate of the University of Michigan 
program in hospital administra- 
tion. 


@ Douglas R. Eitel has been appointed 
administrator of Community Hos- 


pital, Miami, Fla. He was formerly | 


assistant ad- 
ministrator of 
Variety Chil- 
dren’s Hospital 
in Miami. Mr. 
Eitel is a grad- 
uate of the 
Northwestern 
University pro- 
gram in hospi- 
tal administra- 
,.tion, and a nom- 
in the 
American College of Hospital Ad- 
ministrators. 


@ Robert L. Finlayson has been ap- 
pointed administrative assistant at 


Beth Israel Hospital, Boston. He 
was formerly assistant manager of 
the Orlando Hotel, Decatur, Il. 
Mr. Finlayson is a graduate of 
the Cornell University School of 
Hotel Administration. 


@ Helen Gaston, R.N., has been ap- 
pointed administrator of Yuma 
(Colo.) Community Hospital. She 
was formerly acting director of 
nurses at Riley County Hospital, 
Manhattan, Kan. 


@ Peter E. Goschy has been appointed 
to assistant director from admin- 
istrative assistant at Grant Hospi- 
tal, Chicago. He 
was formerly 
administrative 
assistant at that 
hospital. Mr. 
Goschy has at- 
tended North- 
western Univer- 
sity and is cur- 
rently studying 
hospital organi- 
zation and 
management 
through an extension course of 
the Canadian Hospital Association. 


MR. GOSCHY 


@ J. W. Holloway (see Ryder item). 


@ William K. Kemper has been ap- 
pointed administrator of Downey 
(Calif.) Com- 
munity Hospi- 
tal. He was for- 
merly adminis- 
trator of Brae- 
wood Hospital, 
South Pasa- 
dena, Calif. Mr. 
Kemper is a 


School of Busi- 
MR. KEMPER ness Adminis- 

tration, Univer- 
sity of Southern California. 


@ Ellis H. Lindhorst has been ap- 
pointed administrator of Freeman 
Hospital, Joplin, Mo. He was for- 
merly administrator of Levering 
Hospital, Hannibal, Mo. Mr. Lind- 
horst is a graduate of the North- 
western University program in 
hospital administration. 


@ Gilbert McLemore has been ap- 
pointed administrator of Henrietta 
Hospital for Children, 


graduate of the 


Atlanta, Ga. He was formerly as- 
sistant administrator of Emory 
University (Ga.) Hospital. 


@ Jacob H. Rosenkrantz, M.D. (see 
Behrman item). 


@ Martin Saren has been appointed 
administrator of 
the Long Island 
Jewish Hospi- 
tal, New Hyde 
Park, Long Is- 
land, N.Y. He 
has been acting 
administrator of 
the hospital. 
Mr. Saren is a 
graduate of the 
University of 
Minnesota pro- 


MR. SAREN 


gram in hospital administration. 


@ J. Russell Shawver has been ap- 
pointed assistant administrator of 
White Memorial Hospital, Los An- 
geles, a teaching hospital of the 
College of Medical Evangelists. 
Mr. Shawver was formerly busi- 
ness manager of Glendale (Calif.) 
Sanitarium and Hospital. He will 
graduate from the University of 
Chicago program in hospital ad- 
ministration this month. 


Deaths 


@ A. E. Anderson died on April 25. — 
Mr. Anderson had served many 
years with the Hospital Care Cor- 
poration (Blue Cross, Southwest- 
ern Ohio), Cincinnati. He helped 
organize the plan in 1939, and 
served in turn as trustee, vice 
president, president, and honorary 
chairman of the board. He was 
named trustee emeritus by the 
board of Hospital Care Corpora- 
tion in 1956. For the past 10 years, 
despite failing health, Mr. Ander- 
son remained member of the board 
of trustees of Children’s Hospital, 
Cincinnati. 

In 1948, Mr. Anderson received 
honorary membership in the 
American Hospital Association 
for his trustee board service and 
“countless financial grants to the 
Lock Haven (Pa.) Hospital.” The 
honorary memberships were 
awarded as part of AHA’s 50th 
anniversary celebration to 50 men 
and women who had made out- 
standing contributions to hospitals. 
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“First the ‘pause for 
patient identification— 
the medication.’ 


Hollister Ident-A-Band, the original, 


the positive all-patient, 


Just a glance . . . a short “pause for patient identification.” 
But a Jong step away from medication-errors. In hospital 
after hospital, the risk of liability due to errors went down 
when Ident-A-Band went in. Only Ident-A-Band is sealed 
... Sealed so swre that the band must be destroyed to remove 
it. Can’t be replaced or switched to another patient. That's 


why the risk of liability goes down when the Ident-A-Band- 


system goes sn. 


on-patient identification 


The Ident-A-Band bears your hospital name, and the in- 
sert card has space for all the information you may want 
to include. The non-irritating, skin-soft band assures pa- 
tients that you are thinking of their comfort as well as 
their safety. In addition to its original positive seal, Ident- 
A-Band now offers two new finger- seals, thus 
meeting every need of every department. Write for samples, 


prices and complete information. - 


 Pielister Hollister Incorporated, 833 North Orleans Street, Chicago 10, IMinois 


Sold in Canada by Hollister Limited, 160 Bay Street, Toronto 1, Ontario 
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BIRTH/CERTIFICATES 


In public relations, as in friendship, it’s 
often the “little things” that count most. 

A birth certificate may seem to be small 

amid the complicated details of running a 
hospital. But anything connected with 

the birth of a baby is magnified in the : 
eyes of the parents. That’s why Hollister 
Inscribed Birth Certificates are such 

effective builders of goodwill. 


In every way a Hollister Certificate shows 
that you care . . . that you too are proud 
of the important event. Styled by leading 
designers and LithoGraved® on finest 
diploma parchment paper that will never 
fade, Hollister Inscribed Certificates are 
appreciated for their Heirloom quality. 
The cost is small, but the goodwill 

earned is priceless. Send for your new 
portfolio—including actual samples—of 
Hollister Inscribed Birth Certificates. 


METHODIST HOSPITAL 


LUBBOCK, TEXAS 


InWitness Whereof the Hospital has caused this Certfiaate to 


ATTENDING PHYSICIAN AD MINISTAATOR 


SHOW THE PROUD 
| PARENTS YOU SHARE 
| | HEIR PRIDE... 
| GIVE 
| 
4 | 
Certificate of birth 
f 4 was born to 
alli ty in this Hospstal at o'clock, _.m. on 
| 
833 N. Orlea . 
In Canada, Hi 


THE LAW IN BRIEF 


Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


Casual Admission of Negligence 


A remark made by one doctor to another, over- — 


heard by a patient’s husband, was the shred of evi- 
dence that kept alive a lawsuit which apparently 
would have otherwise been dismissed. It was the 


defendant physician’s comment which committed him > 


to further litigation. Condemnation of staff and per- 
sonnel of hospitals in corridor conversation also has 
been known to stimulate legal action and this case 
illustrates the possible consequences. 

During a postoperative examination of the patient, 
the instrument used evidently perforated an intestine. 
Following the additional surgery required to repair 
the perforation the defendant doctor was heard by 
the patient’s husband to say, “Boy, I sure made a 
mess of things today.” 

At the trial the plaintiff relied on the doctrine of 
res ipsa loquitur, that is, the wrongful act speaks for 
itself without need for specific proof, in order for 


plaintiff’s case to go to the jury. The judge dismissed 


the action, holding that res ipsa loquitur did not 
apply in this case.. The appellate court agreed on 
this point but, nevertheless, sent the case back for 
retrial. The higher court concluded that the doctor’s 
comment about the “mess” was an admission of neg- 
ligence and constituted sufficient evidence of mal- 
practice to allow the plaintiff’s case to be considered 
by the jury. Wickoff v.. James, 324 P 2d 661 (Calif. 
App., 1958). 


To Sue or Not To Sue 


Hospitals as well as physician are concerned with 
‘the timing of collection suits. To sue too soon may 
invite a negligence suit by the patient if he has been 
injured in the course of his treatment. Medicolegal 
counsel often advise refraining from filing suit to 
collect on a hospital bill, when any untoward inci- 
dent has occurred, until the statute of limitations 
applicable to negligence suits has run. Usually the 
statute of limitations for contracts (collections) is 
considerably longer than for torts (negligence). 
Hence, to wait a few years before commencing legal 
process does not preclude effecting a collection. 

A South Carolina case presents some interesting 
nuances in the law affecting hospital collections by 
a governmental hospital enjoying immunity from 
liability for negligence. Mullins Hospital v. Squires, 
8 CCH Neg. Cases 2d 737 (S. C., 1958) started as a 


This material is not legal advice. The information on this page should not be 
used to resolve legal problems. For advice on such problems a hospital should 
consult a member of the local bar. : 
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suit by a county hospital filed December 15, 1956 
for charges of $6751 covering a period ending De- 
cember 4, 1956. The response from the patient’s 
estate was an “affirmative defense” alleging that 
the deceased had suffered a fractured hip when she 
entered the hospital. As a result of this negligence 
of the hospital’s employees, instead of being hos- 
pitalized for a few days the patient remained for 
many months and incurred substantial charges. 

The hospital countered with the argument that 
the defendant’s action was actually a counterclaim 
in tort (negligence) which could not be entertained 
since the hospital was immune from tort liability. 
The trial judge ruled against the hospital and the 
case went to the state supreme court for an ulti- 
mate decision. 


IMMUNITY ESTABLISHED 


Initially the question of governmental immunity 
had to be explored for South Carolina had no 
precedent decisions on this point. Following the 
generally adopted common law rule, the court held . 
that hospitals operated by the state, counties, cities, 
towns and governmental agencies are performing a 
governmental function and, therefore, enjoy immu- 
nity from tort liability. This immunity is unaffected 
by the fact that patients are charged for services 
rendered. 

Since the defendant in this case could not succeed 
in a negligence action against the hospital, a counter- 
claim based on negligence would be equally ineffec- 
tive. An affirmative defense which seeks only to re- 
duce the amount claimed by the plaintiff (hospital) 
would be permissible, however. Such a plea would 


_ have the effect of reducing the amount claimed by the 


hospital but would not produce a money judgment 
for the defendant (patient). 

“Recoupment” is the term which describes the 
right of a defendant to reduce the plaintiff’s claim 
because the latter has violated a duty in the per- 
formance of the contract. The plaintiff’s error, 


‘though, must arise out of the same transaction upon 


which his original claim is based. The “transaction” 
here was the operation of the hospital, hence all 
requisites for allowing a plea of recoupment were 
present. 

A counterclaim based on negligence would have 
been barred if the statute of limitations for torts had 


run out, but a plea of recoupment probably would 


not be so affected. As a result, the fact that the hos- 
pital sued soon after the patient was discharged may 
not have jeopardized its claim in this case. 
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Hospital Modernization Stressed 


The Senate Appropriations Subcommittee held 
hearings last month on the budget for the Hill- 
Burton program, under the chairmanship of Sen. 
Lister Hill (D-Ala.). The House Appropriations 
Committee had made its recommendations for the 
program in April. Appearing at the Senate hearings, 
the American Hospital Association urged Sen. Hill’s 
Subcommittee on Labor, Health, Education and Wel- 
fare to vote $150 million for hospital facilities under 
Part C of the Hill-Burton program. This would rep- 
resent the maximum amount allowed by Congress 
in enabling legislation. The Association statement 
stressed the “urgent need for renovation and mod- 
ernization” and said that a new federal program 
providing aid in this area was “sorely needed.” 

The AHA testimony stressed two other major 
points: 

The pressing and immediate need for long-term 
facilities, especially nursing homes. (The Association 


urged the full appropriation of $20 million author- 
ized for the nursing home category.) 

Continued and increased emphasis on hospital 
research. (The Association recommended $1.2 mil- 
lion for these projects.) 


The testimony of Dr. Leroy E. Burney, surgeon 


‘general of the Public Health Service, also covered 


the points made by AHA. 

On hospital renovation, Dr. Burney told the Senate 
subcommittee that planning for renovation and mod- 
ernization of older hospitals must take into account 
the effect of population movements, particularly those 
caused by urban redevelopment. The surgeon general 
declared: “The problems of duplication and ac- 
cessibility must be considered. Rehabilitation of the 
metropolitan hospital plan must be accomplished 
with a minimum of destructive competition on the 


Out-Patient Registration 
U. S. Air Force Hospital 
| Scott Air Force Base, Ill. 


Behind the shining new portals of the 
Scott Air Force Base Hospital are new 
highs in efficiency—new time and la- 
bor saving from Wassell Rotor-Filing. 

in out-patient registration, long 
hikes through 121 linear feet of tub 
files are no more. Rotor-Filing provides 
instant arm’s-length access. 
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Wassell Rotor-Filing .. . for a New Era of Personnel Productivity in Hospitals 


In six other departments at Scott, 
similarly amazing economies are being 
delivered by Wassell rotary equipment. 

Find out how the world’s most mod- 
ern filing concept is paying off at Scott 
—and at dozens of other hospitals, 
both civilian and military. Write or mail 
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part of separate institutes for financial support.” 

Concerning long-term facilities, Dr. Burney de- 
clared that community programs for the care of the 
aged and chronically ill “fall far short of needs.” He 
said it has been suggested that the crippling effect 
of heart disease, stroke, arthritis and severe injuries 
“could be avoided in a large proportion of the cases 
occurring annually if prompt action were taken in 
hospitals and at home to prevent irretrievable loss 
of muscular and joint function.” 


Research in the fields of hospital organization and 


administration, Dr. Burney said, was needed in con- 
nection with planning for hospital renovation. He 
called on government sources to increase the scope 
of this research and said the nation’s $6 billion hos- 
pital business, “fone of the nation’s major enter- 
prises,’ needs more than the $3 million now being 
— annually on research in this field. 


‘ ADMINISTRATION PLANS 


Dr. Jack C. Haldeman, chief of the Division of 
Hospital and Medical Facilities, Public Health Serv- 
ice, discussed the administration’s budget recom- 
mendations for the 1960 Hill-Burton program. He 
told the Senate subcommittee that the $102:2 million 
proposed for the entire program by the administra- 
tion would enable the states to initiate 210 hospital 
projects with a total of 12,100 beds. Part C of the 
program, under which this would be done, was al- 
lotted $79 million by the administration. If Part C 
funds were raised from $79 to $121.5 million, as pro- 
posed by the House, Dr. Haldeman pointed out, a 
total of 320 hospital projects providing 18, 600 beds, 
could be initiated. 

The administration and the House agreed on the 
figure of $21 million for Part G of Hill-Burton. This 
proposed appropriation would permit initial con- 
struction of 60 nursing homes and chronic disease 
hospitals, with almost 3,000 beds, as well as the 
building of 50 diagnostic and treatment centers and 
28 rehabilitation facilities. 

Sen. Hill, subcommittee chairman, said he expected 
that Senate budget recommendations for Hill-Burton 
would exceed the amounts recommended by the 
House. 


a Wage Law Hearings 


Since May 7, Senate hearings on proposed amend- 
ments to the Federal Minimum Wage Law have oc- 
cupied the time of Senate Labor Subcommittee 
chairman Sen. John F. Kennedy (D-Mass.). 

Sen. Kennedy’s bill would extend the wage and 
hour provisions of the Fair Labor Standards Act to 
service establishments having gross sales of $500,- 
000 or more a year. If Sen. Kennedy’s amendment 
to the act is passed as drafted, it would directly 
affect nonprofit hospitals having gross annual bill- 
ings of $500,000 or more a year. The Kennedy bill 
would raise the present minimum wage from $1.00 
to $1.25 an hour. It would continue the present 
compensation requirement of time and a half for 
work in excess of forty hours a week. 

The American Hospital Association expressed its 
grave concern over the Kennedy proposal, especially 
as it affects nongovernment hospitals. At present, 


JUNE |, 1959, VOL. 33 


FOR YOUR PEDIATRIC WARD— 


10 
Prevent Diaper Rash 


Upgrade Baby Care 
SUPPLY 


TUCKS 


Used as a wipe, TUCKS cleanses and 
soothes irritated surfaces—allays and 
relieves chafing distress—facilitates 
thorough cleansing. 

Ready-to-use, easy-to-use TUCKS up- 
grades baby care, saves nursing time 
and, most important to you, helps con- 
serve your budget. 

To see how useful TUCKS can be in 
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MORE in MANPOWER 
MORE in METHOD 
MORE than MONEY 


FUND DRIVE’S 
SUCCESS 


More than words, it is both a capsule 
summary of our entire working policy and 
the reasons behind our clients’ successful 


MORE in MANPOWER 


Burrill-directed campaigns are co-directed by 
experienced resident consultants—men of tal- 
ent, tact and training—and by our Executive 
Plans Board as well. We are in close, complete 
and constant touch with each campaign. 


MORE in METHOD 
In addition to managing the campaign itself, 
Burrill Incorporated offers pre-campaign study 
and evaluation of special problems and post- 
campaign counsel to help maintain momentum 
of collections and public relations. 


than MONEY 


Burrill-directed appeals surpass fi- 

nancial objectives as a matter of course, we 

also aim at developing deeper understanding 

of your services and program by your public 

and a larger, enduring backlog of future fi- 
and moral support. 


five years alone, 
more than 400 hos- 
pitals and other philanthropy-sup- 


ported institutions. Names of clients 
in your area available on request. 
If your hospital is considering a 


= > fund-raising campaign, we would 
like to talk with you about your own 


particular issues. Jonge 


THE HALLMARKS OF ETHICAL 
PHILANTHROPIC FUND-RAISING 


FINANCIAL CAMPAIGN DIRECTION 
20C, 424 Nichols Rd, City 12, 


_MORE in METHOD” 
. MORE than MONEY 


these hospitals are not subject to the wage and hour 
provisions of the Fair Labor Standards Act. They are 
specifically exempted under the “retail or service 
establishment” exemption in Section 13(a) (2) of the 
Act. 

The Association wrote Sen. Kennedy that non- 
profit hospitals are forced to pass on increased pay- 
roll costs to those who pay the hospital bills. AHA 
directed Sen. Kennedy’s committee’s attention to 
the fact that a sudden and sharp increase in hos- 
pital rates might encounter widespread public re- 
sistance. The Association estimated that $1.25 an 
hour wages for all the hospital employees affected 
by the amendment “would result in a total additional 
cost of at least $440,000,000.” In addition, it was 
pointed out there would be an immediate effect on 
wages of employees not covered under the bill’s 
provisions. The total aggregate cost to hospital pa- 
tients might be well over $500 million. Committee 
action on the Kennedy bill should be known later 
this month. 


House Increases VA Funds 


The House voted $792 million for in-patient care 
in Veterans Administration hospitals for fiscal 1960. 
The sum includes $8.4 million for VA hospital de- 
ferred plant maintenance and repair projects. 

The House vote restored the full amount requested 
by the Eisenhower administration for in-patient care 
services. The administration budget request for fiscal 
1960 anticipated an additional employment of some 
2,600 persons for improved patient care. The House 
Appropriations Committee had recommended a $12 
million cut in the administration budget. The sum 
of $8.4 million voted by the House for deferred 
maintenance represents a $5.3 million increase above 
the administration request. 

The bill for VA appropriations must now be con- 
sidered by the Senate. 


Health Care Facilities Bills Stalled 


A coalition of conservative Republican and Dem- 
ocratic Congressmen has delayed action on new 
spending legislation which includes funds for medi- 
cal care facilities. Two bills of interest to hospitals 
caught in this Congressional slowdown are an om- 
nibus housing bill and a community facilities-public 
works bill. | 

The Democratic-sponsored housing bill contains 
funds for loans to the proprietary nursing homes 
program, student nurse and intern dormitory pro- 
gram and housing for the elderly program, all AHA 
supported. 

The community facilities bill—yet to be Ser 
out of the House Banking and Currency Committee 
—sets up a long-term, low-interest loan program for 
nonprofit hospitals. 

Both bills face not only ene opposition from the 
administration and its “balanced budget” point of 
view, but they must get over the hurdle of the House 
Rules Committee, dominated by conservative Re- 
publicans and Democrats. 
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MEETS RIGID HOSPITAL REQUIREMENTS 
BECAUSE IT IS “TAILOR-MADE” 


FOR HOSPITAL USE. 


HARD MILLED FOR UTMOST ECONOMY, 
THIS MILDLY FRAGRANT BATH SOAP GIVES 
ABUNDANT LATHER IN ALL TYPES OF WATER. 


NEXT TIME, SPECIFY BEAUTY WHITE. 
YOUR PATIENTS WILL APPRECIATE IT 
— AND YOU’LL SAVE MONEY! 


COLGATE-PALMOLIVE COMPANY, 300 PARK AVENUE, NEW YORK 22. N.Y. 
Ly ATLANTA 5, GA. * CHICAGO If, ILL. © KANSAS CITY 11, MO. « OAKLAND 12, CALIF. 


FOR OVER 150 YEARS 
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Opucts 
A SYMBOL OF QUALITY 


[Advertisement] 


The 10 questions most often whied 
about the Control of Staph — 


Q. Where does Staph start from? 
A. First, from an infected patient, 
then it is everywhere at once. In- 
fection and re-infection are a con- 
tinuous cycle kept in motion by 1) 
direct contact from the infected 
patient to personnel to another 
patient; 2) direct contact with 
contaminated objects; 3) contam- 
inated dust and lint settling on or 
being breathed in by patients and 


personnel. 


What is the first thing to do to 
control the spread of Staph? 
Make a thorough study of the 
problem in your own hospital. 
Don’t overlook any area of hospital 
service, any patient, or any person- 
nel. This critical evaluation may 
reveal previously unsuspected 
sources for infection, particularly 
in the environment. 


Q. Do all hospitals have the same 
environmental problems? | 
Basically, yes, or the same poten- 
tial ones. In addition to known in- 
fection-sensitive areas — such as 
nurseries and obstetric wards, op- 
erating rooms, pediatric wards, 
isolation wards—there is the haz- 
ard of infectious organisms “trav- 
elling” through the entire hospital 

e by whatever means is available to 
them. As a result—hospital- 
acquired infections can complicate 
the patient’s case, increase neces- 
sary care, and jeopardize complete 
recovery. Hospital personnel may 
become carriers or even patients. 


Q. How does Staph “travel’’? 
Staph is a pathogenic parasite 
which, once outside the human 
host, attaches itself to dust and 
lint and lurks there waiting to be 
stirred up into the air where it can 
invade the human host through the 
respiratory tract or open wounds. 
In human tissues, Staph is hard to 
kill as it multiplies aggressively 
and resists most antibiotics. In the 
environment, dormant Staph can 


A. 


Why not let Lehn & Fink help you prevent or control Staph infection? All of 
our disinfectants have been both laboratory and hospital-use tested against 
saaineihe resistant strains of Staph. Technical assistance is available to your 


Q. 
A. 


& 


A 


live for months — but it can be 
reached and killed quickly if the 
proper measures are taken. 


What are the “proper 
to kill environmental Staph? 


Disinfection. Routine use of the 
proper type of disinfectant on any 
or all surfaces which can become 
contaminated by airborne dust and 
lint, by spray from mouth and 
nose, or by direct contact—fioors, 
walls, furniture, equipment, etc. 
Use of the same type disinfectant 
for blankets and linens from which 
contaminated lint can come. 


e« What is the “proper type 


of disinfectant’’? 

Phenolic disinfectants have been 
proved effective by every standard 
laboratory test and in actual hos- 
pital infection. In a special report? 
on the A.M.A. Conference on 
Staphylococcic Infections, John W. 
_ Brown, M.D., states, “The frequent 


and thorough application of the .. 


phenolic germicides (disinfec- 
tants) in proper concentration has 
accomplished more toward elimi- 
nating airborne bacteria from a 
hospital environment than any 
other method”’. 

Lehn & Fink’s Amphyl®, O-syl®, 
Lysol®, and Tergisyl"’": are all 
phenolic compounds. 


Do these Lehn & Fink disinfectants 
kill other organisms besides Staph? 


- Yes. The action of L&F disinfec- 
e tants is termed “broad spectrum”. 
Besides being staphylocidal, they 
are tuberculocidal, fungicidal and 
widely bactericidal—killing organ- 
isms common to the hospital such 
as those causing infant diarrhea. 


What about costs? Will increased 
control measures increase 
operating costs of the hospital? 
No. After continued experience 
e with Lehn & Fink disinfectants, 
Ralph Adams, M.D., reports,? “An 


Infections Committee or individual department heads. 
AMPHYL®, LYSOL®, and 0-syL® disinfectants and TERGISYL"": detergent- 


disinfectant are staphylocidal, bactericidal, fungicidal and tuberculocidal. 
4. J.A.M.A. 166 :1185, Mar. 8, 1958. 2. Res. Physician 4:112, Sept. 1958. 


important job recognized as such, 

interested personnel, and good 

methods are all needed to achieve 
a cleaner, safer hospital — yet at 

no substantially greater mainte- 

nance cost—particularly when the 

cost of infections is taken into ac- 

count”. A well-correlated infection 

control program can stabilize op- 

erating costs. 


Whose responsibility is it to see 
that there is a “well-correlated” 
infection control program? 


First, the administrative head of 
the hospital, but he cannot do it 
alone. He needs an effective Infec- 
tion Committee to assist him. Real 
control requires the help of ‘every 
department head and everyone in 
each department. Much specific in- 
formation is available on proce- 
dures which apply to specific de- 
partments. The Administrator 
needs the cooperation of everyone 
in establishing standardized meth- 
ods. Since the Housekeeping De- 
partment reaches into every part 
of the hospital and has the job of 
keeping the environment aseptic- 
ally clean, its responsibility is 


great. 


Where can the hospital turn 
for practical information on 
disinfection methods? 


To improve control quickly, the 
best source is the established dis- 
infectant manufacturer. Lehn & 
Fink has been solving the problems 
of environmental disinfection in 
hospitals since 1874. We hope you 
will draw on this experience. The © 
information we can provide will 
save time and trouble in analyzing 
your infection problem and insti- 
tuting effective controls. Amphyl, 
Lysol, O-syl and Tergisyl are all 
effective phenolic disinfectants. 
Each has individual characteris- 
tics which frequently determine 
your choice for standardized use. 
Samples and detailed literature 
will gladly be sent on request. 


Lehn & Fink 


PROOUCTS CORPORATION 
445 PARK AVENUE. NEW YORK 22. N.Y. 


Professional 


O'VISION 


SPECIALISTS IN ENVIRONMENTAL 


@LEHN & FINK PRODUCTS CORPORATON 1958 
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NEW YORK STATE HEARINGS — 


NEWS 


Blue Cross Rates Argued in Five Cities 


The New York State Insurance Department heard petitions for in- 
creased rates from Blue Cross plans in the state at five home office cities 
of the plans. The hearings began at Buffalo on May 4, and moved in turn 
to Rochester, Syracuse, Utica, ending at Albany on the 8th. Increased 
use of hospitals, increased hospital costs and especially the dwindling 


reserve funds of the plans served 
as the chief arguments for the pro- 
posed increases. 

The requests of the five plans 
were as follows: 

Buffalo: 36.5 per cent rate in- 
crease and a $25 deductible op- 
tional contract. 

Rochester: 28.8 per cent increase 
and an “economy contract’? which 
would impose a $14 a day room 
allowance limitation on the basic 
contract, with the special contract 
to be offered on an optional basis. 

Syracuse: 43.29 per cent increase. 
(The plan is also considering a de- 
ductible program, but did not have 
it ready for introduction at hear- 
time.) 
Utica: 36.6 per cent increase. 
Albany: 36.3 per cent increase. 


The five hearings operated un- 
der new rules introduced by the 
state insurance department. New- 
ell G. Alford Jr., deputy insurance 
superintendent and presiding offi- 
cer at the Buffalo and Rochester 


hearings, explained the new rules, 


saying they require (1) a two-day 
notice of request for time to read 
a statement by anyone wishing to 
be heard, (2) a written question- 
naire from those who would ask a 
question, and (3) no legal repre- 
sentation by either the department 
of insurance or the plan. 


BUFFALO 


At Buffalo, Carl Metzger, presi- 
dent of that plan, speaking of the 
problem of reserve funds said, “It 
is as simple as this: Unless the 
requested increase is granted in 
full at this time it will be impos- 
sible for Blue Cross in western 
New York to continue long to pro- 
vide the services under its contract 
and to meet the legal requirements 
of state law relating to reserves 
and surplus.” 


The hearing at Rochester proved 
that when a Blue Cross plan dem- 
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onstrates that its low reserves en- 
danger the existence of the plan, 
the entire community will rally to 
support a proposed rate increase. 
Representatives of the medical 
profession, labor, and management, 
hospital executives and John J. 
Conway Jr., Republican represent- 
ative in the state assembly,—all 
spoke in favor of the proposed in- 
crease. Donald E. McConville, 
Rochester plan president, and Da- 
vid Stewart, plan director, pre- 
sented the Blue Cross position. 


SYRACUSE 


The Syracuse plan’s request for 
a 43.29 per cent rate adjustment 
came under heavy fire from the 
United Steel Workers, represented 
at the hearing by John Kowalski. 
Samuel Cantor, the first deputy 
superintendent of the New York 
State Insurance Department, pre- 
sided at the Syracuse hearing and 
the two that followed. 

John Kowalski blasted away at 
the proposed increase voicing the 
now traditional objections to in- 


valid hospital costs, abuses through | 


unnecessary hospital use, and plan 
board structure. 

The Institute of Administrative 
Medicine, Columbia University is 
conducting a study of operation of 
nonprofit hospital service and med- 
ical and dental expense indemnity 
plans. Mr. Kowalski argued that 
action should await the results of 
the study. 

In questioning Mr. Kowalski, 
Mr. Cantor brought out that the 
Columbia study would not be com- 
plete for some months. Mr. Cantor 
also read a portion of a letter from 
Dr. Ray E. Trussell, director of 
the project, in which Dr. Trussell 
said that financial relief for the 
plans should not await the out- 
come of the study. 

Questioned further by Mr. Can- 
tor, the steelworkers representa- 
tive conceded that increased wage 
scales for hospital employees were 
a good thing and that hospital 


costs would have to increase along 
with wages. 

An adjudication based on the 
five hearings was expected by 
May 15. Hearings on the rate in- 
creases requested by the New York 
City plan are scheduled for May 
21 and 22. . 


Anne H. Carlsen Awarded 
“Handicapped” Trophy 


For the second consecutive year, 
a woman in the field of rehabili- 
tation has won the President’s 
Trophy as the 
‘*‘Handicapped 
American of the 
Year.” Anne 
Carlsen, Ph.D., 
of Jamestown, 
N. Dak., re- 
ceived the 
eighth annual 
award from the 
President’s 
Committee on 
Employment of 
the Physically Handicapped May 
8 in Washington, D.C. 

Miss Carlsen, who is superin- 
tendent of the Crippled Children’s 
School in Jamestown, has dedi- 
cated her lifetime to the rehabili- 
tation and education of severely 
handicapped children. The school 
is owned and operated by the Lu- 
theran Hospitals and Homes Soci- 
ety of America. 

When Anne Carlsen was born 
in Grantsburg, Wis., she had only 
stubs of arms that ended above 
the elbows. One leg ended above 
the knee and the other was mal- 
formed, terminating in a clubfoot. 

For years she has been a teacher 
and guiding spirit of physically 
handicapped children in North 
Dakota. Her own handicaps have 
prompted admirers to say she is 
the “completely adjusted handi- 
capped woman.” 


MISS CARLSEN 


State Bans Tissue Committee 
Other Reports as Evidence 


The confidential character of 
tissue committee reports and other 
data procured by staff committees 
of accredited hospitals has been 
granted legal protection by a stat- 
ute enacted in South Dakota. 
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NEW HEARING RULES 


The law defines the material it 
protects as “information, inter- 
views, reports, statements, memo- 
randa, or other data procured by 
the State Board of Health, South 
Dakota State Medical Association, 
allied medical societies or in-hos- 
pital staff committees of accredited 


hospitals in the course of a medi- 
cal study for the purpose of re- 
ducing morbidity or mortality.” 
Such information in South Dakota 
will not be admissible as evidence 
before any agency, board or court. 

The law further declares the un- 
warranted disclosure of such data 


a punishable misdemeanor. It 
states that the consent of the at- 
tending physician and surgeon 
must be obtained to interview the 
patient, his relatives or friends 
named in committee report or 
study even for purposes of uo 
tional medical study. 


WESTERN HOSPITALS TOLD— 


Public Must Learn Dollar Value of Health Care | 


The public has yet to fully real- 
ize the dollar value of health care, 
the 29th Annual Convention of the 
Association of Western Hospitals 
was told in Salt Lake City last 
month by Ray Amberg, president 
of the American Hospital Asso- 
ciation. 

Mr. Amberg, director of the Uni- 
versity of Minnesota Hospitals, 
said, “people want the best in 
health care. It must be paid for, 
in one way or another. Hospital 
and other workers in the health 
field must support the idea that 
people should set aside enough 
from their current income to en- 
able them to pay for the best of 
care.” 

The other side of the coin, he 
said, is the responsibility of all 
those in the hospital field to see 


OFFICERS elected at the Association of Western Hospitals convention are (I. to r.): vice 
president Ray Woodham, administrator, Presbyterian Hospital Center, Albuquerque, N. 
Mex.; president (installed at the convention) Wesley G. Lamer, administrator, Physicians | 
and Surgeons Hospital, Portland, Ore.; president-elect Clyde W. Fox, administrator, 
Washoe County Hospital, Reno, Nev.; vice president (re-elected) John H. Zenger, ad- 


ministrator, Utah Valley Hospital, Provo. 


Clifton H. Linville, administrator, Fresno 


(Calif.) Community Hospital, who was named treasurer, and Thomas P. Langdon, adminis- 
trator, Hahnemann Hospital, San Francisco, a new vice president, are not in the photograph. 


AMERICA’S NUMBER ONE NURSER 


Build hospital 
good will 

at no cost with 
evenflo 
take home 
formula plan 


Mothers appreciate the convenience of 
a full day’s supply of formula ready 
to use when they face their first day 
at home. You can provide this good- 
will service at a saving to them—and 
to your hospital—with Evenfio’s Take 
Home Formula Plan. 

e Simply offer mothers 6 filled Even- 
flo Nursers in a convenient carry- 
out carton—at the same price they 
would pay for the empty nursers. 

@ Purchase the nursers at hospital 
rates and your gift shop or hospital 
auxiliary benefits. 


@ Special order forms for mothers to 
_ fill out are supplied to you. 
In addition, you are supplying mothers 
with the nurser they are most likely 
to select themselves—Evenfio Nursers 
—used by more mothers than all other 
nursers combined. 

For further information, see your 
local Evenfio dealer, or write Evenflo, 
Ravenna, Ohio. 


evenflo’ 


EVENFLO, RAVENNA, OHIO 


that the public gets a full dollar’s 
worth of care for every dollar 
spent. The duty of hospital ad- 
ministration is to create the right 
environment for good practice of 
institutional medicine and to sur- 
round the patient and the phy- 
sician with all the tools of science 
and medicine that will effect the 
patient’s recovery. Let the cost be 
what it may, Mr. Amberg said. 
Administrators should strive to 
provide not the best hospital care 
at the price the patient can afford 
to pay but the best hospital care 
regardless of cost. 

In discussing prepayment, Mr. 
Amberg said the largest part and 
the toughest part of the prepay- 
ment problem, is the enrolling of 
the last 5 million of the nation’s 
population. He said that “the ul- 
timate goal of more than 95 per 
cent coverage should appear to be 
within grasp and possible of at- 
tainment.”’ 


DECRIES TRIAL AND ERROR 


At the opening session, another 
Minnesotan, James A. Hamilton, 
director, Course in Hospital Ad- 
ministration, School of Public 
Health, University of Minnesota, 
Minneapolis, called for the steady 
development of a body of knowl- 
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edge in hospital administration 
and operations. 

He decried what he called a 
great dependence on the trial and 
error method. He said, sarcastic- 
ally, that trial and error is a 
“great method, it may set us back 
10 years and bring us great waste.” 
He said that some hospitals were 
building intensive care units on 
one month’s study. He asserted 
that the studies in progressive pa- 
tient care were a “long way from 
coming to the reliable conclusions 
on which I would spend a lot of 
money.” 


One general session was devoted 
to the various types of nursing 
education—from licensed practical 
nurse programs to the four-year 
collegiate program. Hilda M. Tor- 
rop, R.N., executive director, Na- 
tional Association for Practical 
Nurse Education, complained that 
“the halo concept (is) placed 
around certain procedures, such as 
charting, catheterization and medi- 
cine-giving. In many hospitals, 
the practical nurse is not allowed 
to chart or give medicines from 


7 a.m. to 3 p.m., but by some feat 


of alchemy becomes steadily more 
competent with the passing hours, 
so that by 11 p.m. she is carrying 
the entire nursing service of a 
ward. One of our staff calls this 
sunshine and moonshine nursing.” 


COLLEGE VS. DIPLOMA PROGRAMS 


Eleanor Lambertsen, R.N., sec- 
retary of the Committee on Nurs- 
ing of the AHA, said that those 
who believe in the three-year di- 
._ploma program had been very 
quiet and she said that the diplo- 
ma program was “a part of a 
health institution and we don’t 
have to compare it with a two- 


year or four-year college-centered - 


program.” 


She argued that the fact that 


the diploma school faculty were 
in the hospital situation every day 
was a real asset. On the other 
hand, the college faculty face the 
real hazard of getting out of touch. 
The diploma program gave the 
student an “opportunity to wean 
herself from the instructor and 
assume increased responsibility. 
Our status has been showing,” Miss 
-Lambertsen said. 


ACCREDITATION STANDARDS 


: Discussing the accreditation of : 


the smaller hospital, Donald S. 
Showman, administrator, Kennedy 
Deaconess Hospital, Havre, Mont., 
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...NOTA 


When Hospital /nstalle 


SLIDING HOSP/TAL DOOR 


Hundreds of times each week . . . thousands of times every 
month, for six full years . . . the ‘Electric Doorman” two-speed 
sliding hospital doors installed at the Mayo Memorial Hospital in 
Minneapolis, Minnesota, have opened and closed, safely, 
efficiently, reliably, as patients have come and gone. And NOT 


- ONCE, in all those traffic-filled years of trouble-free operation, has 


the “Electric Doorman” hospital door cost Mayo administrators 
ONE PENNY for upkeep! 

Let the “Electric Doorman” two-speed sliding door and operator 
answer YOUR problem of handling two-way traffic through one 
opening. This thoroughly dependable door takes just one second 
to open, two seconds to close, and the installation is absolutely 
safe, silent and trouble-free. Safe . . . because the door 
slides into the wall and out of the way, leaving no obstructions 
to injure patients. And, because it DOES slide into the wall, 
the “Electric Doorman” sliding hospital door conserves 
costly wall-space—a tremendous advantage in these days of high 
construction-costs! Choose elbow switch or mat operation. 


ELECTRIC POWER DOOR CoO., INC. 


FULL YEARS OF SERVICE 
2) FOR UPKEEP! 


d THE “ELECTRIC DOORMAN” 


§ ELECTRIC POWER DOOR CO., INC. tis 
2127 East Lake Street, Minneapolis 7, Minn. PA. 2-6685 
Please send complete information and prices on your ELECTRIC 
DOORMAN Sliding Hospital Door. 
Hospital Administrator's Name 
For further 
collect or mail Address 
coupon today. City ee 
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said he was unalterably opposed 
to two sets of standards for ac- 
creditation because this would ad- 
mit that smaller hospitals give 
inferior care. 

Dr. Edwin L. Crosby, director 
of the American Hospital Associ- 
ation, said that there had been an 
increase in the number of smaller 
hospitals that were attaining ac- 
creditation. He said this was en- 
couraging news and told the ad- 
ministrators that accreditation was 
possible for them if they really 
desired it and worked for it. . 


Attorney General Will Rule 
on Specialist Hiring in Wis. 
A bill pending in the Wisconsin 
legislature has led to a contro- 
versy between the board of trus- 
tees and medical staff of the Wau- 
kesha (Wis.) Memorial Hospital. 
The bill would authorize hospitals 
to contract for the services of four 


categories of medical specialists: 


radiologists, anesthetists, physiat- 
rists, and pathologists. The Wau- 
kesha hospital now has contracts 
with two radiologists, two pa- 
thologists, one physiatrist and one 
electrocardiographist. 


Attorneys for the State Medical 
Society of Wisconsin have ques- 
tioned the legality of these con- 
tracts on the basis of a 1915 so- 


ealled “anti fee-splitting” statute. 
The Wisconsin assembly has asked 


the state attorney general to rule 
whether the existing hospital prac- 
tices affecting specialists violate 
that statute. 


The hospital board of trustees 


believes that if the attorney gen- 
eral rules the hospital’s contracts 
legal, such a ruling would make it 
unnecessary for them to work for 
the passage of the pending bill. 
The board earlier contended that 
the bill would legalize the hos- 
pital’s current practice, and said 
that this practice is the only prac- 
tical way for hospitals to utilize 
specialized services. The Wauke- 
sha hospital’s staff argued that the 
bill constitutes fee splitting and 
jeopardizes the individual doctor- 
patient relationship. bad 


National Organizations Join 
In Care of Aged Meeting 


The role of national organiza- 
tions in improving institutional 
services for the aged was discussed 


ice Melt? 


When you look at ice and 
see it is melting you know 
the temperature is above 
32° ... When you look at 
a Diack and see the pellet 
has melted you know the 
temperature is above 250° 
(15 lbs, of air-free steam). 


on the infallible principle 
that a pure chemical com- 
pound always has the same 
melting temperature. 


Both ice and Diacks work 
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SMITH & UNDERWOOD, Royal Oak, Michigan 
Sole manufacturers of Diack Controls and Inform Controls 


at one of the workshops held dur- 


ing the May 4-5 conference spon- 


sored by the National Committee 
on the Aging of the National So- 
cial Welfare Assembly, held in 
New York. A number of national 
organizations concerned with 
health and welfare programs par- 
ticipated in the conference, the 
first of its kind. 

The workshop group expressed 
the need to obtain certain services 
for institutions serving the aged. 
Some of the desired services were: 


@ Guidance in architectural de- 
sign and construction of facilities. 


@ Guidance in administration of 
such facilities. 


@ Means for training and edu- 
cating professional staff. 


@ Development of standards for 
institutions serving the aged. 


The participants felt that a na- 
tional organization for homes for 
the aged might be able to develop 
such services. As a result, the 
group passed a resolution recom- | 
mending that NCOA “.. . be re- 
quested to create within its or- 
ganization a committee which has 
as its sole concern to study the 
needs and means for establishing 
some sort of national structure for 
institutional services for the aged 
with specific reference to the func- 
tion, support and organization of 
such a structure.” 

Institutional care, the confer- 
ence noted, would include in ad- 
dition to health services such pro- 
grams as retirement villages, hotel 
life, and institutions offering 24- 
hour services to the aged within 


their walls. 


Hospital association meetings 
(Continued from page 6) 


OCTOBER 


1 Hospital Association of Rhode Island, 
Providence (Sheraton-Biltmore Hotel) 
5-8 American Academy of Pediatrics, 
Chicago (Palmer House) 
5-8 Nursing Service Supervision, Boston 
(Somerset) 
5-9 American Society of Anesthesiologists, 
Bal Harbour, Fla. (Americana Hotel) 
6-8 American Nursing Home Association, 
Chicago (Morrison Hotel) 
7-9 Hospital Librarianship, Chicago (AHA 
Headquarters) 
8-9 Arizona Hospital Association, Flag- 
staff (Monte Vista Hotel) 
8-9 Colorado Hospital Association, Colo- 
rado Springs (Antlers Hotel) 
8-9 Mississippi Hospital Association, Bi- 
: loxi (Hotel Buena Vista) 
12-15 Supervision, Atlanta (Henry Grady 
Hotel) 
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12-15 American Association of Medical Rec- 
Minneapolis (Radisson 
ote 


14-15 Indiana Hospital Asacchiticn, Indian- 
apolis (Student Union Building) 

14-16 Saskatchewan Hospital Association, 
Saskatoon (Bessborough Hotel) 

15-16 Nebraska Hospital Association, Lin- 
coln (Cornhusker Hotel) 

18-23 American Occupational Therapy As- 
sociation, Chicago (Morrison Hotel) 

19-20 Idaho Hospital Association, Boise 
(Elks Lodge) 

19-20 Oregon Association of Hospitals, 


Bay 

19-22 Staffing Departments of 
Minneapolis (Radisson Hotel) 

19-23 American Public Health Association, 
Atlantic City (Convention Hall) 

19-23 California Hospital Association, Yo- 
semite (Ahwahnee Hotel) 

20-21 North Dakota Hospital Association, 
Minot 

20-21 South Dakota Hospital Association, 
Yankton 

20-23 British Columbia: Hospital Associa- 
tion, Vancouver (Vancouver Hotel) 

21-22 Washington State Hospital Associa- 
tion, Yakima (Chinook Hotel) 

26-28 Maryland-District of Columbia-Dela- 
ware Hospital Association, Washing- 
ton (Shoreham Hotel) 

26-28 Ontario Hospital Association, Toronto 

(Royal York Hotel) 

27-29 Associated Hospitals of Alberta, Ed- 
monton (Jubilee Auditorium) 

29-31 West Virginia Hospital Association, 
White Sulphur Springs (Greenbrier 
Hotel 


NOVEMBER 


2-4 Association of American Medical © 


Colleges, Chicago (Edgewater Beach 
Hotel) 
2-6 Hospital Engineering, Chicago (AHA 
Headquarters) 
4-7 American Association of Blood Banks, 
Chicago (Edgewater Beach Hotel) 
9-11 Directors of Hospital Volunteers, Chi- 
‘cago (Lake Tower Motel) 
9-13 Physical Therapists, Houston (Rice 
Hotel) 
15-20 Radiological Society of North Amer- 
ica, Chicago (Palmer House) 
16-19 Central Service Administration, Chi- 
cago (Lake Tower Motel) 
29-Dec. 2 National Society for Crippled 
Children and Adults, Chicago 
30-Dec. 4 Dietary Administra- 
tion, Portland, . (Multnomah Ho- 
tel) 


People find the extra dollars hard 
to pay. Hospitals find them hard 
to collect. Employers recognize 
these policies as inflationary and 
unions generally dislike them. 

It seems as though someone is 
always saying that education of 
the public is necessary in one re- 
gard or another. Unless, however, 
Blue Cross has done a good job in 
the past in inculcating the neces- 
sity for voluntary health insur- 


‘ance, and unless it works closely 


with management and the unions 
in these days, it and hospitals can 


look forward to a difficult period. 


In discussing some of the broad 
and some of the specific considera- 
tions which determine whether 
Blue Cross is “doing the job,” in 
the broadest sense, no one could 
conclude other than that Blue 
Cross has been successful. It was 
created by hospitals to enable them 
to better serve the people. It has 
become an essential part of our 
system of medical care—the credit 
arm of voluntary hospitals. It has 


Is Blue Cross doing the job? 
(Continued from page 40) 


agement and unions in regard to 
costs and benefits, they will not 
allocate enough money to provide 
for current needs and the neces- 
sary advances in costs which will 
probably occur in forthcoming 
years. 

Blue Cross should also avoid 
coinsurance and deductible pro- 
visions for several reasons. Such 
devices compromise Blue Cross. 
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NURSE CALL-TV-RADIO! 


Don’t Buy Separately! 


NOW GET ALL 3 IN A SINGLE PILLOW SPEAKER 


With No Cash Outlay! 
Why lay out needed cash for a single unit? Right now, discover how 
Dahlberg gives you Nurse Call/TV/Radio in ONE INSTALLATION 
. and you lease it ! Contact your Dahlberg 


NURSE-PATIENT INTERCOM . 
always operative through Pillow 
Speaker. No other bedside inter- 
com equipment! 


WORLD'S ONLY 
All-In-One 
SPEAKER-MICROPHONE 
Patients Talk-Listen & 


TELEVISION ... TV stations received 
through Pillow Speaker, plus hos- 
pital-originated TV shows! 


RADIO, TOO! in same Pillow 


representative today ! 


DON’T BUY SEPARATELY! LEASE! 
DAHLBERG All-in-One NURSE CALL/TV/RADIO 


Yes, you can afford this system! Dahlberg installs, 
services and maintains, all on exclusive no down pay- 
ment, no capital investment Lease Plan! Your hospital 
can actually operate this system at a profit from the 


Speaker! Local stations, plus closed- 
circuit hospital station. very first day! 
DAHLBERG, INC. 
GET MORE FA CTS Golden Valley, Minneapolis 27, Minnesota | 
I’m interested in your all-in-one Nurse Call /TV/Radio | 


Contact your 


and how it can be leased with no cash investment. | 
Please contact me with full particulars. | 
| 


AHLBERG 


representative 


NOW! 


| | 
with nurse. Select, control, 
hear TV and Radio... 
7 Quiet! Efficient! 
| 
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helps you serve 


Mi NO BED-JARRING BUMPS 
HNO NICKED, MARRED WALLS 
LOWER REDECORATING COSTS 


Armstrong-Stedman 
Molded Rubber 


BED BUMPERS 


* absorb shock, add to patient 
comfort 
¢ maintain “good housekeeping" 
appearance 
* protect your investment in wall 
finishes, woodwork and furnishings 
Teugh, resilient, smudge-proof, they sim- 
ply slip around each leg of any hospital 
bed. Bolt and nut embedded in the spe- 
cially compounded rubber fasten them in 
place quickly and easily. Small in cost, 
they start paying for themselves the day 
you install them! 


Standard 5” outside diameter affords all- 
round protection. Select type and inside 
size from these convenient diagrams: 


ROUND POST Sizes 


SQUARE POST 
Sizes 
1%”, 2” 


GRACELINE POST Size 
1-13/16” x 1%” 

All in rich walnut color. 

Lots of 6 doz. ... . $20.50 doz. 
Lots of 3 doz. .... 21.55 doz. 


Meinecke & COMPANY, INC. ( 


Over 65 years of continuous 
service fo the hospitals of America 


221 Vearick St. * New York 14 


Branches in Dailas, Los Angeles, 
Chicago ond Columbia, S. C. 


2 
? 


“Neg 10" 


brought a feeling of security and 
strength to hospitals and com- 
munities. It has made it possible 
for millions of average families to 


face unpredicted costs of hospital 


eare. It has created a way to pre- 
pay hospital care which. is gener- 
ally available, practical, easy and 
economical. 

It is of broad importance that 
we, in the hospital field, help Blue 
Cross do an even better job. Blue 
Cross is an institution of interna- 


tional significance, being an out- 


standing example of people vol- 
untarily banding together to help 
themselves and to help each other. 
It is an accomplishment that can 
be advertised proudly in a world 
where these qualities of freedom 
and individual initiative are under 
attack.. Any failure to fulfill its 


stated purpose would be a blow to 


the concept that free men in a free 
society can work out solutions to 
their problems without compulsion 
or regimentation. bl 


Evolution of the hospital pharmacy 
(Continued from page 58) 


Pharmaceutical Manufacturers As- 
sociation. He forecast a “heart dis- 


ease drug or series of drugs” by 


1962; major new drugs for mental 
disease, and a vaccine for the com- 
mon cold also by 1962; a cancer 
cure by 1965, and important break- 
throughs in rheumatism and ar- 
thritis in the near future. 

With this type of “pharmaco- 
dynamics” just around the corner, 
hospital administrators must check 
their drug handling procedures. 
The old ways may no longer be 
quite good enough. The first para- 
graph of Minimum Standard for 
Pharmacies in Hospitals states: 
“There shall be a properly organ- 
ized pharmacy department under 
the direction of a professionally 
competent, legally qualified phar- 
macist .. .”” This may soon be not 
a goal, but a necessity. The hos- 
pital pharmacists of the nation 
stand alert to efficiently and con- 
scientiously assist in this period of 
transition. As drugs become more 
potent, more specific, more expen- 
sive, more dangerous, and of infi- 
nitely wider selection, the opera- 
tion of hospital pharmacies will 


take an increasing share of our 
time and of our administrative at- 
tention. The Joint Commission on 
Accreditation of Hospitals labels 
the pharmacy as an “essential hos- 
pital service’’. Indeed it is! . 
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Book reviews 


(Continued from page 85) 


tom, but that it grows more diffi- 
cult as the advancing practitioner 
encounters such practices as giv- 
ing staff appointments only to 
former interns and residents. 

The study method is essentially 
sound and the interpretation of 
data generally conservative. The 
assertion that the case studies of 
14 metropolitan areas are gener- 
ally indicative of the status of the 
Negro in the entire country seems 
somewhat courageous. 

Although the study is successful 
in spelling out the social and eco- 
nomic plight of the Negro phy- 
sician and aspirant, it would have 
been more persuasive had it made 
reference to the quantity and 
quality (in broad terms) of serv- 
ices now rendered Negroes (com- 
pared to non-Negroes) and specu- 
lated on the role of the Negro 
physician in affecting the balance. 
This study will not be of technical 
interest to the hospital adminis- 
trator. It is the type he should read 
more of however, and it might be 
part of his “liberal” collection. 

Hopefully, hospital administra- 
tors generally will respond to the 
challenges inherent in the role of 
the hospital in integration. Cer- 
tainly the community issues in- 
volved are within the proper scope 
of their prerogatives. Walter J. 
McNeiney, Director Program in 
Hospital Administration, The Uni- 
versity of Michigan. 
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Some children with doctor fa- 
thers and nurse mothers manage 
to grow up into normal people in 
spite of their parents’ apprehen- 
sion. 

Men are beginning to wear derby 
hats again. The kids are hoping 
that we get a lot of snow next 
winter. 3 

There is a general feeling among 
working people that length of 
service should always determine 
increases in pay. 

To some extent this is true; but 
there comes a time when it is un- 
economical for an employer to pay 
more and more for the same serv- 


ice merely because certain people 
have been giving that service for 
many years. 

A loyal worker is an asset in 
any enterprise; but with limita- 


tions. A loyal ‘“‘boss’’ should also” 


be appreciated. 
= | 

There are two kinds of friend- 
liness: That which is given be- 
cause of interest in the receiver; 
and that which, it is hoped, will 
promote the interests of the giver. 

The trouble is that the nicest 
people often fail to distinguish 
which is which. 

S 

A nagging wife can make a man 
a huge success—or a dismal fail- 
ure. 

The trouble is, she thinks she 
is responsible only when he is a 
success. 

And some men succeed despite 
their having nagging wives. 

Fishing is a relaxed form of 
gambling in which only the fish 
are losers. 

Hospital administrators, as a 
rule, like to go fishing, probably 
because it is a quiet occupation, 


with no deficits. In other words, 
it’s different. 
2: = 
A medical record librarian is a 
person who can translate the Eng- 
lish writing in patients’ charts into 
English. 
Another definition of a special- 
ist: A man who has narrowed his 
area of work in order to broaden 
his fees. 
a 
The girl who keeps the diamond 
ring after the engagement is bro- 
ken is like the merchant who re- 
fuses to return the deposit to a 
customer who learns that the pro- 
posed purchase would be unsatis- 
factory. But the customer can com- 
plain to the Better Business 
Bureau. 
:. 
The medical social worker of 
twenty years ago never thought 
that in 1959 social workers would 
be called upon to help families 
with an income of $50 per week. 
Brain work is certainly tiring. 
I get all worn out just thinking of 
the things I ought to be doing. 
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1, They advise the community of the onan 
dignified, ethical manner. 


' 2. Offer a new approach to Fund Raising . . . amazingly successful : 
whenever they've been used. 3 A 


3. Local views when offered for sale in Gift Shops are an added ¢ 


ociation Award for 5 siraigh?t yeors. This means you ore using — 
finest, full natural color reproductions available. Why not obicin _ 
the details obovt Plastichrome® 


~ COLOURPICTURE PUBLISHERS, 


400 Newbury 


Street 


Postcards like these have = 


y hospital services in a ~ 


Postcards — there's no 


Boston Massachusetts 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 

Transient Rate: Thirty cents a 
word; minimum charge $4.50 per 
insertion. 

Contract Rate: Six-point body 
lines, 13 pica columns, $1.40 per 
line; eight-point display lines $1.70 
per line. Five per cent discount for 


twelve-insertion contracts with no 


change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
tracts with no change of copy. 


FOR SALE 


MICROFILMING CAMERA: (Recordak 
Model C) Photographs documents up to 
14” wide with reversal mechanism excel- 
lent condition. Original cost $1800. 

$750. Peter E. Bulatour, 2 Llewellyn Ave- 
nue, Hawthorne, New Jersey. 


MISCELLANEOUS 


open staff hospitals. Will retain present 
personnel. U ited cash available. All 
eee held in strict ee Address 


POSITIONS OPEN 


MEDICAL RECORD LIBRARIAN: regis- 
tered, to assume full charge of medical 
record department of 250-bed suburban 
Chicago area. Good sal- 
a or competent rson. Add - 
PITALS. Box 


SUPERVISOR: Operating Room, also open- 
ings for GENERAL DUTY REGISTERED 

RSES, 85 bed hospital, fully approved 
by Joint Commission Western Pennsyl- 
vania, situated in famous resort area, at- 
tractive salary, liberal personnel licies. 
Apply to Mrs. E. Thompson, R.N., BS., 
Director of Memorial Hospital of 
Bedford County, dford, 


ASSISTANT ADMINISTRATOR: for a 360- 
bed, fully accredited general hospital in 
experience and education. d 
HOSPITA Box J-21. 


ADMINISTRATOR: With proprietary hos- 
pital experience for 50 bed private hospital 
under construction, San Francisco Bay area. 
Position includes management of adacent 
Medical Office building to be built soon 
and 50 bed convalescent facility. Salary 
open. Address HOSPITALS, Box J-20. 


CHIEF ENGINEER: Present Chief Engi- 
neer will retire upon completion of orien- 
tation of qualified successor. 305 bed hos- 
pital, including new 72 bed wing. Send 
qualifications to administrator, Tucson 

edical Center, P.O. Box 6067, Tucson, 
Arizona. 


MEDICAL RECORD LIBRARIAN: Chief 
Librarian position open due to retirement 


Of librarian. Accredited private general 


hospital. Over 400 beds and bassinets. Must 
be registered by the American Association 
of Medical Record Librarians. Excellent 
working conditions; air-conditioned record 
room. Many employee benefits including a 
noncontributory pension program. Salary 
open. 44 Personnel Department, Mil- 
waukee Hospital, 2200 West Kilbourn Ave- 
nue, Milwaukee 3, Wisconsin. 
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ERTISIN 


DIETITIAN: Teaching (A.D.A.); immedi- 
ate opening, 200-bed general hospital. 40- 
hour week, liberal personnel policies. Sal- 
ary commensurate with qualifications. 
Contact Miss Sutton, Chief Dietitian, Trinity 
Hospital, Minot, North Dakota. 


DIRECTOR OF NURSING SERVICE: for 
new five year old 115 bed general hospital. 
City of 21,000 on Mississippi River. Pent- 
house apartment available if desired. Sal- 
ary commensurate with background. Ad- 
ministrator, Muscatine General Hospital, 
Muscatine, Iowa. 


DIRECTOR OF NURSES: 61 bed hospital, 
S. Calif., New 1958, expansion to 110 beds 
by Jan. 1960. Salary open. Address HOS- 
PITALS, Box J-17. 


TWO STAFF DIETITIANS: Capitol City’s 
largest and newest hospital (290 adult 

s-Opened 1951). Centralized Food Serv- 
ice-Selective menu. ADA preferred. No 
teaching a ge $4,000 starting salary 
range-Liberal Personnel licies. Apply: 
Director of Dietetics, Charleston Memorial 
Hospital, 3200 Noyes Ave., Charleston 4, 
West Virginia. 


NURSB ANESTHETISTS: for 220 bed com- 
munity hospital. Working with private 
me Two full time M.D.’s, four Nurses, 
all Agents & Techniques. Modernization 
rogram going on. Two and one-half hours 
om Boston & New York. Write G. J. 
William W. Backus Hospi- 
tal, Norwich, Connecticut. 


BOOKKEEPER: Departmental accounting 
experience. Fully accredited .30 bed hos- 
pital. New bldg. So. Calif. climate. Salary 
open. Address HOSPITALS, Box J-19. 


member or eligible for registration. 90 
hospital, liberal vacation. Holidays and sick 
allowance. Salary open. Contact Emile Wie- 
land, Administrator, Jamestown Lutheran 
Hospital, Jamestown, North Dakota. 


DIRECTOR OF NURSING: Direct and co- 
ordinate work of Nursing Service and 
School of ——a— JCAH accredited, non- 
sectarian hospital of 576 beds (includin 
125 non-acutebeds) and NLN accredit 
diploma program school of 160 students. 
Prefer masters degree in administration 
or education with successful experience. 
Excellent salary, personnel licies. City 
of 110,000 located on beautiful Lake Su- 
rior. Write Personnel Director, St. Luke’s 
ospital, Duluth 11, Minnesota. 


OPERATING ROOM SUPERVISOR: New 
150 bed state hospital completely equipped 
with air conditioned operating suite, re- 
covery room and central supply. Excellent 
working staff. Located in the heart of Sus- 
sex County, Delaware, 25 miles from Ocean 
City, Maryland, and 20 miles from Reho- 
both Beach, Delaware. Post-graduate ex- 
perience required, salary open dependin 
on qualifications and experience. Libera 
personnel qualities with attractive living 
uarters available. Apply to Director of 
ursing, Hospital for e Mentally Re- 
tarded, Route 1, Box 1000, Georgetown, 
Delaware. 


CHIEF DIETITIAN: A.D.A. several years 
administrative experience. 650 bed fully 
accredited hospital. New buildings include 
kitchen and cafeteria. New centralized 
food service. First class personnel pro- 
gram. Excellent salary will be negotiated. 
Personnel Director, Albert Einstein Medi- 
York & Tabor Roads, Phila. 
41, Pa. 


SURGERY NURSES: must be experienced. 
Beautiful 83 bed hospital in Los Angeles 
suburb. Excellent salary and working 
conditions. 5 day week. Administrator, 
San Gabriel Valley Hospital, 115 E. Broad- 
way, San Gabriel, California. 


LIBRARIAN-MEDICAL RECORDS: Chief 
librarian position available in a friendly, 
progressive, and accredited hospital or- 
anization. (Over beds and bassinets.) 
xcellent personnel policies and benefits. 
Salary is open and reviewed periodically 
—no ceiling. An opportunity to work and 
live in vacationland Wisconsin. We will 
share moving expenses with you. Write 
Personnel Director, Mount Sinai Hospital, 
908 gg 12th Street, Milwaukee 3, Wis- 
consin. 


DIETITIAN: Chief of registration. 


DIRECTOR OF NURSING: For JCAH ap- 


1 

0 beds (including a 30 bed Psychiatric 
an 

Diploma of School of Nursing. rst in- 


lus mainte- 
nance. Apply Administrator, . A. Foote 


DIETITIANS: A.D.A. Very desirable po- 
sitions available for therapeutic supervi- 
sors in hospital division of our progressive 
Industrial Food Service Company. Forty 
hour week, two week vacation, two weeks 
sick leave, meals furnished, group hospi- 
talization insurance available. Top - 
ries. Responsible for complete adminis- 
tration of patient food service. School of 
Nursing. Apply Director, Hospital Divi- 
sion, Cooper Industrial Food Service, Inc., 
_ North Lincoln Avenue, Chicago 45, 


NURSES, 2 REGISTERED: general duty, 
rotating shifts. Good salary with social 
security and usual fringe benefits. Loca- 
tion in Black Hills of South Dakota. 
Address: Director of Nursing Services, 
Homestake Hospital, Lead, South Dakota. 


A.S.C.P. REGISTERED MEDICAL TECH- 
NOLOGIST: Male or Female required im- 
mediately for an 85-bed, rural J.C.A.H. 
Approved General Hospital, situated mid- 
way between Pittsburgh and Harrisburg; 
famous resort area. Salary Open, Apply 
Memorial Hospital of Bedford Vento - 
ford, Pennsylvania, or telephone e Di- 
rector, Bedford 655. 


DIRECTOR NURSING SERVICE: $500 to 

must have college degree with suc- 
cessful background of Supervisory ex- 
perience. Permanent — new 108 bed 
general hospital. Employment July 1, 1959. 
Hospital opening October 1, 1959. Give 


DIETITIAN: Chief of Department, A.D.A. 
member or eligible for registration. 90- 
bed hospital with expansion program this 
year. Salary commensurate with training 
and experience. Apply Administrator, 
Grace Hospital, Cleveland 13, Ohio. 


OUR 63rd YEAR 


WOOD WAR 


FORMERLY AZNO@ES 


V.Wabash-Chieawo. HL 


Telephone RAndolph 6-5682 


ADMINISTRATORS: (a) Med dir; 450 bd, 
fully-apprvd hsp, adding 500 bds; req’s 
ACHA; ,000; . coast. (b) Chief of 
Professional Services; new chronic disease 
hsp; New Eng. (c) Med Dir; medium- 


bldg functioning as Brp; about $12,000; 
West coast. (e) Small, genl, JCA : 
10,000; suburb, lge, Midwest city. (f) 1 
, vol, genl hsp; req’s exp’d ~ 
10,000; vic Philadelphia. (2) 500 , fully- 
apprvd, hsp; req’s ACHA; $18,000; 
(hp 160 , vol, genl, med-schl-affild hsp, 
add’g 40 bds; about $12,000; . (i) ACHA 
or equiv; fairly lge genl hsp. now bidg: 
will mney now; $15-18,000; Mideast. (j) 
Qualified to set-up, coordinate & run new 
100 bd, genl hsp, nearing completion; $12- 
15,000 w/% later; resort city, Southwest. 
(k) Asst; fully-apprvd, JCAH, 250 bd, genl 
hsp; duties embrace wk above ordinary 
routines; $7-8,000; Mideast. (1) Asst; 180 
med-schl-affild: 
; good sal w/increases; E. (m) 
Med Dir, 85-bed, JCAH, genl, vol hsp; also 
serv as Med dir, well-known “soft-goods” 
mfg co (2,000 emplys) which owns hsp; 
exceptional oppor; adm & clinical wk; fee 
basis w/guar. 


ADMINISTRATIVE POSTS: (m) Adm 
asst; med-schl-affild, 200 bd hsp; excl po- 


good Acctng bckgrnd; 450 bd, 
vol, genl hsp; $4-5,000 yr; E. (0) Comp- 
troller; 100 bd, JCAH hsp, estb’d 1894; 
$7-8,000; lge univ city, E. 


HOSPITALS, J.A.H.A. 


spection Dy uled for early 1960. 
Prefer applicant with M.S. degree and sev- 
eral years of administrative experience. 
Jackson, Michigan. 
HOSPITALS WANTED: Investment syn- 
dicate interested purchasin ropri 


THE MEDICAL BUREAU 


M. Burneice Larson, Director 
900 North Michigan Ave. 
Chicago 11, illinois 


ADMINISTRATORS: (a) Med Dir 2 hos 
combined capacity over 1000 beds; fu 
a all $20,080. We med schi .affil; 
J ; $16-$20 b) bent i qual phy- 
aaeeee serve as m dir tch’g hosp foreign 
country; pref Board ae or obgyn; 3 yr 
ee (c) Med supt hosp; univ town, 
$10,000 complete family mtce. (d) To 
gen hosp rica; considerable 
ence required. (e) Young dir take cha 
new hosp under construction; Calif. ‘) 
Asst hosp; res town nr P 
(g) Dir; 100- bed ans expansion pro am; 
small town; Pacific ; $650-$800. H6-1. 


ADMINISTRATIVE PERSONNEL: (a) Ac- 
countant qual serve as financial consultant 
group of 12 hosps, one in So Carolina, 
others in Midwest; some travel; excel op- 
por to become controller for entire group. 
(b) Controller, foreign univ; capable tak- 
ing over financial control; familia r budget 
control; cost acct’g; must have sata udg- 
ment. (c) Personnel Dir; 450-bed hosp; 
univ city; W. (d) Ass’t Purch Agt; degree 
bus adm or allied field plus 3 yrs exp; lge 
tch’g hosp; E. H6-2. 

ANESTHETISTS: (a) only one on staff of 
small Alaska hosp; prosperous, heer 
city; mtce. avail; $550 up. Pacific 
Northwest 50 bed hosp; $7200. «e) Join 
staff of 8; 500 bed 1 
summer-winter resort; 

Need third anes 125 : 
gery; leading M.W. city; start. H6-3. 


DIRECTORS OF NURSES: (a) Direct 
Service and School, 350 bed hosp nr NYC; 
$7-$10,000. (b) Psych hosp 2000 beds, di- 
rect nurses education; consult in new ex- 
pansion program; M.W. $6-$7200. (c) Direct 
= grad staff 130 bed hosp, Mich. lake re- 

(d) Asst; nursing service, new 
400 bed hosp; excel oppor, young progres- 
sive nurse; Calif; top salary. H6-4. 


INSTRUCTORS: (a) Dir Clin Nursin 
univ basic program; academic apptm 
, South. (b) Fundamentals of urs- 
ng, univ en. East and West coast; 
-$6000. H6-4. 


MEDICAL RECORD LIBRARIANS: (a) 
Chief, foremost SW med clin; renouned 
research center; $6000. (b) Med Record 


Lib, small Ariz mS need not be regis- 
tered: $400 mo. H6-5. 


SUPERVISORS: (a) Ready to assume re- 
sponsibility for one service 

hosp, NY, $6-$7000. 

80 bed maternity y depts $3 $5-$6000, MW. od 
OR, admin skill r 

leading Eastern $5500- 
Take charge small nursing home in owners 
absence; up, mtce; resort town nr 
Chgo. H6-6. 


A & G MEDICAL PERSONNEL AGENCY 
(834 Second Street 


Lancaster, Pennsylvania 


Our services are limited to securing posi- 

tions for Physicians, Dentists 

Interns, Nurses and Technicians. In- 

quiries confidential. Write for further de- 
tails. NO REGISTRATION FEE. 


DOROTHEA BOWLBY ASSOCIATES 
8 South Michigan Avenue Chicago 3, Ill. 
Suite 1420—ANdover 3-5293 


Dorothea Bowlby, Director 


A Specialized arenas . Service for 
Medical and Hospi Personnel. (Men 
and Women.) For Person- 
nel Directors, Business Managers, Dieti- 
tians, Physicians, Directors of Nurses, 
Therapists, Pharmacists, Medical Record 
Librarians, Anesthetists, Public Relations 
Directors, Housekeepers, Bacteriolo 
Biochemists, Medical Technologists, mar 
Technicians, Food Service Mana ers. All 
inquiries from applicants are kept strictly 


confidential. 


Hospital Placement Agency 
790 Broad Street 


Newark 2, N. J. 


Mr. Joel, MSHA, Miss Brown, RN. We of- 
fer qualified applicants to fill all Nursing 
and Administrative positions. Write us to- 
— regarding your needs. No registration 
ee. 


POSITIONS WANTED 


MEDICAL LABORATORY TECHNOLO- 
GISTS AND X-RAY TECHNICIANS: grad- 
uates available who are trained in theory 
and techniques and can assume full labo- 
ratory duties. Our internship program has 
hel many hospitals to obtain onan 
technicians at reasonable wages. 
Carnegie Institute, 4707 Euclid, Misvclane 
or 65 Anderson Street, Boston, ‘Mass. 


ANESTHETIST: nurse registered, adept all 
agents methods, supervisory and adminis- 
trative experience, family man _ desires 
economic security available September Ist. 
Address HOSPITALS, Box J-15. 


OUR 63rd YEAR 


WOOD WAR 


FORMERLY AZNOES 


Telephone RAndolph 6-5682 


ADMINISTRATOR: B.S. (Hosp Ay: 19 
yrs, adm, genl, vol hsp—supervised 3 ex- 
pansions (now 160 beds) a construction 
of nurses home; early 40's 


ASSISTANT ADMINISTRATOR: B.S., Ac- 
counting; M.S., Hosp 2 Bus "Mer, 
80 bed hsp; 2 yrs, Admi 700 bed 
hsp; nominee ACHA; Asst Dirshp., 
ige, fully-approvd hsp; Age 33. 


PERSONNEL DIRECTOR: B.A., econ-poli 
sci; grad studies, personnel, indus rels, 
mgmt; 18 yrs exper, personnel field; past 
2 yrs, pers dir, 800 bd hsp; member, im- 

r per mgmet assns; early 40's; avail im- 
mediately. 


RADIOLOGIST: M.S., Rad; Mayo trnd; 4 
yrs, Chief, 600 bed, med-schl-affild hos csp: 
Diplomate, both branches; well-qual’d 
isotopes 


(Clip and Mail) 


under the following heading: 


Please schedule the following advertisement for the 


HOSPITALS, Journal of the American Hospital Association 
18 E. Division St., Chicago 10, Illinois 


issue(s) of HOSPITALS 


(Date of Publication) 


Positions Wanted 


Wanted 


For Sale 
Positions Open Services 
[] Check or Money Order Enclosed Signed 
[] Bill the Hospital Title 
Hospital 
Address 
City & State 
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ANNOUNCING... 


DILUPETTE 


BLOOD DILUTING PIPETTES 


QUALITY 


+ ACCURACY —— 


PLUS REAL ECONOMY 


| QUALITY YOU CAN COUNT ON 
DILUPETTE offers the high-standara performance you ex- 
pect from a manufacturer with years of experience making 


_ precision thermometers, syringes, and other laboratory 


equipment. 

Automatic new production methods enable the manufac- 
ture of highly accurate, low-cost red or white cell pipettes 
of unprecedented uniformity and strength. 
e@constant-gauge, corrosion-resistant glass, thickened at 
points of stress 

@ permanent, black scale markings and white background 
of heat-fused ceramic pigment 

@ specially annealed to eliminate internal strains and 
minimize breakage 


GREATER ACCURACY ADDED 

DILUPETTE accuracy is within the limits of +1%, far 
exceeding N.B.S. specifications...usefulness is extended 
beyond the blood count to other laboratory micro-dilutions. 
Rigid quality control checks guarantee os of 
pipette and performance. 


SAVINGS MULTIPLIED 
Built-in extra strength, permanency of graduations give 
you a longer-lasting pipette...DILUPETTE provides the 
greater accuracy of more expensive pipettes at no addi- 
tional cost. 

.. and only DILUPETTE has the HYDRO-CATOR Bulb, a built-in indi- 
cator providing clearly visible evidence of dryness. The bulb 
appears lightly frosted when completely dry but transparent when 


moisture is present. 


|B-D] BECTON, DICKINSON AND COMPANY, rutnerroro, new JERSEY 


B-D, DILUPETTE AND HYDRO-CATOR —_ TRADEMARKS OF BECTON, DICKINSON AND COMPANY 699589 
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